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Abstract
Human health is shaped by public policy decisions made not only by the health sector, 
but numerous other sectors and actors that influence people’s social, economic, and 
cultural conditions. Therefore, national health ministries cannot solve the root causes of 
many health problems without also engaging non-health sectors to implement health-
promoting public policies. For over three decades, the World Health Organization (WHO) 
has actively endorsed the concept of “intersectoral action for health” as a key approach 
to address the most pressing health challenges at the national and international levels. At 
the international level, the need to engage non-health sectors in health promotion 
activities has been repeated in nine outcome documents of the global health promotion 
conferences organized by WHO between 1986 and 2016. However, calls to promote 
health through greater intersectoral action have not led to wide-scale and systematic 
implementation by national governments and jurisdictions.
 The challenges and opportunities to intersectoral action for health are rarely 
identified in a systematic way in the existing research literature. To address the current 
gap in knowledge, this dissertation was based on three key research questions: (1) How 
do the expert informants within the WHO Regional Office for Europe understand the 
concepts of “intersectoral action for health” and “governance for health?”, (2) What do 
the academic literature and key informants identify as the challenges and barriers to 
intersectoral action for health?, and (3) Which factors facilitate the implementation of the 
intersectoral action for health and what are the opportunities to promote health through 
such action in the future?
 The methods of this study included an in-depth review of literature and primary 
data collection that involved 28 semi-structured interviews with WHO Programme 
Managers, Unit Leaders, Directors, and Technical Officers working at the WHO Regional 
Office for Europe in Copenhagen. A thematic analysis of the key informant interviews 
focused on the challenges and opportunities to intersectoral action for health. The aim of 
this analysis is to shed light on the factors that are relevant to the policy process and 
dynamics of intersectoral policymaking. The findings of this study draw on the 
perspectives that the informants had gained by working with many of the 53 countries 
that comprise the WHO European region. The analysis involved a computer-assisted 
coding process with NVivo software and led to ten thematic challenges/barriers and to 
ten thematic opportunities/facilitators.
 Overall, this dissertation increases understanding of the political, technical, 
institutional, and managerial barriers to intersectoral action for health. In addition, it 
presents a systematic analysis of the factors that can facilitate intersectoral action for 
health and considers the future of intersectoral approaches in health promotion. Based 
on the empirical findings, the concluding section includes eighteen recommendations for 
strategies to overcome the challenges and barriers to the implementation of intersectoral 
 ii
action for health in the future. These recommendations include various strategies such as 
ensuring high-level political support and a mandate for intersectoral action, mapping out 
co-benefits among sectoral partners, establishing permanent intersectoral mechanisms, 
ensuring adequate resources for implementation and monitoring, and increasing the 
capacity of the health sector to work with non-health sectors.
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CHAPTER 1: INTRODUCTION
 
 
 No one is 'outside society'; the question is where each stands within it.
 (Mills, 1959, p. 184)
Leaders in public health are generally driven by a profound and fundamental 
sense of mission. A sense of purpose motivates them to leave the comfort of the 
sidelines and wade into controversy, despite the uncertainty of outcomes. Many 
are ‘wounded healers’ who have suffered greatly but channel their pain into 
power for the common good. Their souls swell with both the passion and 
compassion of those who have seen suffering and want to stop it. 
(Koh & Jacobson, 2009, pp. 199-200)
In the simplest terms, this PhD dissertation is about the challenges and opportunities of 
promoting health through public policy. This study is based on the human rights 
perspective that recognizes that every human being has the right to the enjoyment of the 
highest attainable standard of health. The special interest of the dissertation lies in 
policies aimed to promote health through intersectoral action by engaging a number of 
actors, including different sectors of government, civil society, and the private sector. In 
many cases, the health sector is a collaborator and initiator but does not necessarily lead 
the implementation of various health-promoting policies. Intersectoral action for health 
has been suggested as a key strategy in health promotion since the late 1970s through 
various conceptual frameworks and approaches. Despite good intentions, the results of 
intersectoral collaboration for health have been varied at the international and national 
levels. The core question that the dissertation aims to answer is: What are the key 
facilitators and barriers to intersectoral action for health?
 This dissertation has a special focus on the work of the World Health Organization 
(WHO), which is one of the specialized agencies of the United Nations (UN). Established 
on April 7, 1948, WHO acts as a global directing and coordinating authority on health 
such that it has significant power to shape the ideational base of global health. Currently 
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WHO has six regional offices and is headquartered in Geneva, Switzerland. The data of 
this dissertation comes from 28 key informant interviews with current and former WHO 
staff members from the WHO Regional Office for Europe in Copenhagen as well as from 
literature sources that include academic papers and international policy documents.1
 Numerous international and national policy recommendations that call for 
intersectoral action for health stand on the notion that the health of a population is 
largely determined by their living conditions that are influenced by public policy 
decisions (Marmot et al., 2010; WHO, 1986a, 1986b, 1988, 2008a). Therefore, the health 
care system can often cure diseases but cannot alone solve the root causes of the most 
pressing health challenges. The conditions in which people live and work are the result of 
complex social, economic, cultural, and institutional arrangements. Many of these 
conditions, called “social determinants of health” (Marmot & Wilkinson, 2006; Raphael, 
2016; WHO, 2008a) are resistant to planned change. However, collective and goal-
oriented decision-making has shown its power throughout human history to effect such 
change. Convincing evidence between and within countries shows that living conditions 
have improved and so has the health status of the population. The intrinsic value of 
physical and psychological health is one of the core values shared globally across cultural 
and regional borders. 
 In my dissertation, I argue that while many of the well-intended WHO policy 
documents that call for intersectoral action for health are supported by solid scientific 
evidence, the actual implementation of these recommendations is, and will, remain 
challenging because the field of politics and policymaking is encompassed by multiple 
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 1 WHO works with national governments and its key partners are the Ministries of Health. 
The Preamble to the WHO Constitution states that “governments have a responsibility for the 
health of their peoples which can be fulfilled only by the provision of adequate health and social 
measures” (WHO, 1946). Due to the nature of WHO’s work, this dissertation has its main focus on 
intersectoral action as it occurs between different sectors within a government. This type of action 
usually involves inter-ministerial and interdepartmental work within and between the Ministry of 
Health and other ministries.
actors with conflicting interests and values – a dynamic which is sometimes ignored in the 
health policy literature. I argue that the magnitude of institutional and organizational 
challenges to the implementation of intersectoral action for health has been greatly 
underestimated in health policy research as well as in policy recommendations. In this 
larger sphere of politics and policymaking, promoting health and well-being is only one 
objective that is constantly contrasted with other policy objectives, such as economic 
growth, security, private interests, as well as with a set of values that favour individualism 
over collectivism. Addressing the fundamental determinants of health requires public 
policy action that will always go beyond the mandate of the health sector. This action is 
political by its nature, and in order to effectively implement health-promoting public 
policies, health advocates should put more focus on increasing their understanding of 
policymaking processes, conflicting interests, and institutional barriers.
 At the same time, having a focus on a system of ideas and ideologies is necessary 
for understanding many of the contextual factors that shape public policy decisions and 
influence health.2 However, a sole focus on ideologies and values is not sufficient 
because there are numerous meso- and micro-level factors that influence policymaking 
and policy outcomes.3 I argue that the most important of these factors are institutional 
arrangements, policy actors and their interests, and policy processes. Nevertheless, 
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 2 By ideologies, I generally refer to a set of ideas and ideals of a good society. However, 
there are multiple definitions of ideology. For instance, Eagleton lists sixteen meanings in his 
introductory chapter to reflect the fluidity of the “ideology” as a concept (Eagleton, 1991). In a 
sociological encyclopedia, Silbey (2006) writes that ideology is “generally used to point to the 
ability of ideas to affect social circumstances, the function of ideology has thus been described as 
the capacity to advance the political and economic interests of groups or social classes, or, 
alternatively, the capacity to produce cohesion and resolve social strain” (Silbey, 2006, p. 278).
 3 In this study, multi-level analysis refers to the following three layers: (1) Macro-level of 
political economy, such as prevailing ideologies and values; (2) meso-level of organizational 
factors, such as existing structures and processes within and between policy actors; and (3) micro-
level of individual and group behavior, such as social interaction between civil servants and 
government departments. The macro-meso-micro frame is also widely used in numerous other 
areas, for example in the developmental psychology literature (Bronfenbrenner, 1979). 
ideologies are important because they set the overall political and social context where 
policy decisions are formulated and implemented. These ideas and ideologies certainly 
shape elements of policymaking but this relationship is rarely linear and predictable.
1.1 Background to the study and key concepts 
The background of this study consists of a number of international policy documents that 
include high-level and normative statements regarding the goals of health promotion and 
means to attain these goals (WHO, 2009a). The WHO Constitution is one of the key 
international documents that form the normative base for health promotion at the global 
level (WHO, 1946).4 The Constitution states that the overarching objective of the 
organization is the attainment of the highest possible level of health for all. The WHO 
Constitution and its Preamble have been seen to present groundbreaking thinking that 
has withstood the test of time. In the current globalized world, the pledge of WHO 
member states to advance the health of their own citizens is as timely ever (Grad, 2002).
 As a leading global health authority, WHO has produced a body of statements, 
declarations and charters on health promotion during the past decades. The declaration 
of Alma-Ata was released in 1978 and highlighted the important role of primary health 
care in population health but also presented health as “a fundamental human right” and 
stated that “the attainment of the highest possible level of health is a most important 
world-wide social goal whose realization requires the action of many other social and 
economic sectors in addition to the health sector” (WHO, 1978). Between 1986-2016, 
WHO organized nine international conferences on health promotion, each of which led to 
a final outcome document. To date, the most influential of these documents is the 
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 4 The Preamble to the Constitution of the World Health Organization, as adopted by the 
International Health Conference, New York, 19-22 June, 1946; signed on 22 July 1946 by the 
representatives of 61 States (Official Records of the World Health Organization, no. 2, p. 100) and 
entered into force on 7 April 1948.
Ottawa Charter, which was presented at the First International Conference on Health 
Promotion in Ottawa on November 21, 1986 (WHO, 1986b). The conference statement 
endorsed the concept of “health public policy” that refers to the need to bring health on 
a wider socio-political agenda. The general conclusion is that effective health promotion 
requires coordinated action, not only by the health sector, but by all the sectors that have 
an impact on people’s living conditions.
 This dissertation uses the outcome documents of these international WHO 
conferences to provide a context for the research questions and findings of this study 
(WHO, 1988, 1991, 1997b, 2000, 2005a, 2009b, 2013c, 2016e). Other relevant 
international policy initiatives that will be considered in this dissertation are the Health 
2020 policy platform for the WHO European Region (WHO, 2013b) and the United 
Nations Sustainable Development Goals (SDGs). These SDGs are officially titled 
"Transforming our World: The 2030 Agenda for Sustainable Development" and consist of 
17 goals and 169 targets (UN General Assembly, 2015).
 This study utilizes several sensitizing concepts as background ideas and 
interpretative devices to inform the research process from beginning to end (Bowen, 
2006).5 In contrast to “definite concepts”, sensitizing concepts suggests a starting point 
and direction for a qualitative study. The interpretation of the findings of this study has 
been guided by several concepts that are derived from the academic literature and WHO 
policy documents. These include “health”, “the social determinants of health”, “the right 
to health”, “health promotion”, “intersectoral action for health”, and “governance for 
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 5 According to Charmaz (2003), sensitizing concepts are “those background ideas that 
inform the overall research problem”, and they “offer ways of seeing, organizing, and 
understanding experience; they are embedded in our disciplinary emphases and perspectival 
proclivities. Although sensitizing concepts may deepen perception, they provide starting points for 
building analysis, not ending points for evading it. We may use sensitizing concepts only as points 
of departure from which to study the data” (Charmaz, 2003, p. 259). 
health.”6 In the following, I review these sensitizing concepts, which provided me with a 
starting point as well as a line of inquiry for the analysis and interpretation of my findings.
(WHO, 1988, 1991, 1997b, 2000, 2005a, 2009b, 2013c, 2016e)
Key concept 1: Health
Since this dissertation is about promoting health, it is therefore important to consider the 
concept of health as key to the understanding of the subject matter. According to 
Aggleton (1990, p. 5), official definitions of health can be categorized in two main types. 
The first type is to define health negatively as the absence of disease and illness. The 
second type is to define health in positive terms, for instance seeing health as an ideal 
state that also includes a person’s ability to function. For instance, the Preamble to the 
Constitution of the WHO (WHO, 1946) defines health as “a state of complete physical, 
mental and social well-being and not merely the absence of disease or infirmity.” The 
WHO definition has since been supplemented with many clarifications, for instance, the 
word “complete” has raised critical comments because it can unintentionally contribute 
to the medicalization of daily life, as no one is “completely healthy.” In addition, disease 
patterns have changed since 1948 and the incidence of chronic diseases has increased 
significantly, which means that according to the WHO definition a large portion of people 
should be seen as permanently ill. In addition, health as complete well-being cannot be 
operationalized and measured effectively.
 There are multiple ways of looking at health and multiple different perspectives 
that are applied alongside each other. From a sociological perspective, it can be 
concluded that an individualized biomedical understanding of health is able to deliver 
only a very limited perspective on the complexity of health and its determinants. Huber 
et al. (2011) have suggested that the contemporary definition of health should be 
dynamic and include a person’s capacity to cope, maintain, and restore a sense of well-
 6
 6 The concepts “intersectoral action for health” and “governance for health” guided my 
research and were also the direct focus of my inquiry.
being in the face of adversity. Based on the existing definitions, Sartorius (2006) has 
made a summary of three main perspectives for understanding health: (1) The absence of 
diseases or impairments; (2) the ability to adequately cope with the demands of daily life; 
(3) a state of balance that an individual maintains within him or herself and the 
surrounding social and physical environment. I acknowledge these views and see health 
as a dynamic pursuit of the ideals of the WHO definition yet always tied to prevailing 
cultural and social contexts. 
Key concept 2: The social determinants of health 
The concept of the social determinants of health is another key notion of this dissertation. 
The social determinants of health (SDH) approach has its focus on improving our 
understanding of how everyday living and working conditions shape our health 
(Braveman, Egerter, & Williams, 2011; Marmot & Wilkinson, 2006; WHO, 2008a). In other 
words, the social determinants of health are understood as economic and social living 
conditions that people experience in their daily life and which have an influence on their 
health. There are varying conceptualizations and theoretical frameworks for social 
determinants of health, which emphasize different social factors and their pathways in 
terms of producing health outcomes (CCSDH, 2015; Lucyk & McLaren, 2017). In the 
academic literature, the concept of social determinants of health has seen to have a dual 
meaning as it is used to refer to (1) the social factors influencing the health of individuals 
and larger populations, and (2) the social processes that underlie the unequal distribution 
of social factors among different socioeconomic groups (Graham, 2004a, p. 102).7
 Since the early 2000s, WHO has been the key actor raising awareness on the 
social determinants of health and bringing them onto political and research agendas 
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 7 Graham (2004a) sees that it is important to make a distinction between “health 
determinants” and “health inequality determinants.” This dissertation has its main focus on social 
determinants of health as “determinants of health inequality.”
globally. WHO has proposed a global monitoring system of action on the social 
determinants of health in a recent consultation paper, in which the following definition is 
used:
The social determinants of health (SDH) are the conditions in which people are 
born, work, and grow old, and the power and resources that shape these daily 
living conditions. The inequitable distribution of the underlying SDH is the root 
cause of inequities in health. Action on the SDH, especially among the most 
disadvantaged populations is therefore required to improve health equity. (WHO, 
2016d, p. 1)
 Proponents of the social determinants of health approach suggest that national 
and local governments have the key responsibility to increase the quality of the social 
determinants of health through redistributive measures and providing social safety nets 
for citizens (Raphael & Bryant, 2006b). The amount and quality of social and economic 
resources (e.g. money, social support) are distributed unequally, and being deprived of 
these resources has a negative impact on health and well-being (Raphael, 2009b). From 
this perspective, intersectoral action is required to address the social determinants of 
health because they are influenced by numerous decisions in the various spheres of 
public policymaking.
 The academic literature on the social determinants of health considers the social 
causes of these inequalities (Braveman et al., 2011; Marmot & Wilkinson, 2006; Raphael, 
2009c). The main research focus of the social determinants of health research is to 
understand the causes of health inequalities and identify ways to reduce them (Bartley, 
2004). There are various listings of the social determinants of health, such as lists by 
Wilkinson & Marmot (2003) and Mikkonen & Raphael (2010), which include societal 
factors such as the level and distribution of income, education, employment status, 
working conditions, gender, housing, and the availability of health care and social safety 
nets. Various conceptualizations of the social determinants of health highlight different 
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perspectives but they also have clear similarities. For instance, income, education, 
housing, and employment are almost always listed as important determinants of health 
(Raphael, 2011, p. 224). 
 In 2008, the WHO Commission on Social Determinants of Health (CSDH) 
published its influential final report that focused on the role of structural determinants 
and daily living conditions in determining people’s health status (WHO, 2008a). The 
structural determinants of health refer to a wide range of social and economic settings, 
such as investments or under-investments in public infrastructure, including various 
domains such as social security, education, health care services, employment 
opportunities, quality of housing, and transportation, among many other factors that are 
linked to a person’s socioeconomic status (Solar & Irwin, 2010). An often-quoted excerpt 
from the WHO Commission’s report highlights how inequities in these structural 
determinants lead to inequities in health: “Social injustice is killing people on a grand 
scale” (WHO, 2008a, p. 26). The Commission asserts that avoidable health inequalities 
are unjust and therefore should not be tolerated. Similarly, the report argues that 
improving people’s daily living conditions and tackling the inequitable distribution of 
power, money, and resources are plausible ways to promote greater health equity. These 
recommendations cannot be implemented only by the health sector; they require 
intersectoral action and political commitment from the highest levels of decision-makers. 
Moreover, the role of the political cannot be neglected, since many of these structural 
arrangements are a result of public policy decisions made by governing authorities.
 
Key concept 3: The right to health
Human rights are defined as freedoms and entitlements that concern the protection of 
the well-being, dignity, and equality of every human being (Hunt et al., 2015). These 
rights are protected by national laws and constitutions as well as international human 
rights treaties that are ratified in the context of the United Nations. According to the UN 
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human rights framework, national governments have the responsibility to promote, 
protect, and fulfill human rights (CESCR, 2000: para. 33). The principle of progressive 
realization refers to the obligation of states to “take steps” to the maximum of their 
available resources to achieve the full realization of human rights. In other words, there is 
a real difference between whether the state is unable or unwilling to guarantee human 
rights. This may be visible especially in developing countries that may not have working 
social and legal institutions for an effective implementation of international human rights 
agreements. However, the binding human rights treaties presume that states take all 
reasonable measures towards the realization of their human rights obligations within the 
resources available (Hunt, 2007, p.11). Human rights obligations are violated when a 
national government is unwilling to use a reasonable amount of resources to fulfill the 
economic, social, and cultural rights defined in these international treaties (CESCR, 2000: 
para. 47).
 The WHO Constitution states that “the enjoyment of the highest attainable 
standard of health is one of the fundamental rights of every human being” and that 
governments have a responsibility for providing adequate health and social measures to 
fulfill the right to health (WHO, 1946). Hunt (2007, p. 9) summarizes the above 
responsibility as a requirement that a country has an effective and integrated health 
system that encompasses health care services and policies to address the underlying 
determinants of health. By adopting the UN definition, I use the concept of human rights 
to refer to internationally recognized norms and moral principles that are recognized as 
inalienable and are articulated in international human rights agreements, of which the 
Universal Declaration of Human Rights (UN General Assembly, 1948) is the most 
influential despite its non-binding nature. A review of UN human rights documents 
relevant to this dissertation can be found in Appendix A.
 In this study, I do not interpret human rights only as abstract ideals but as notions 
that construct the fundamental values of our human civilization (Nickel, 2014; Taket, 2012; 
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WHO, 2002). Many of the current achievements in human development, such as modern 
welfare states, are related to the notion of inalienable human rights. For example, we may 
consider various ways to reduce human suffering, e.g. efforts to tackle absolute and 
relative poverty, using taxation to redistribute wealth in order to provide social safety nets 
and universal health coverage for all, and a judicial system that is based on everyone’s 
equality before the law. In other words, the fulfillment of human rights is not based on 
voluntary efforts but on the rights-based principles that are institutionalized in our social 
institutions in a way that it makes their existence or absence not immediately visible.8 The 
recognition of everyone’s right to health is the core value of this study.
Key concept 4: Health promotion
WHO has defined health promotion as a comprehensive social and political process to 
improve the health of a population (WHO, 1998b, p. 1-2). A narrower perspective is to 
understand health promotion as enhancing the skills and capacities of an individual 
towards a healthier lifestyle. The origins of a more holistic approach to health promotion 
can be at least partly located at the WHO Regional Office for Europe, which established a 
new programme in health promotion in 1984 – the first programme of its kind in WHO 
(WHO, 2009a, p. 29-32). A number of interdisciplinary expert meetings were organized 
related to this pioneering work, and one of these meeting produced a discussion 
document on the concept and principles of health promotion that states: “Health 
promotion has come to represent a unifying concept for those who recognize the need 
for change in the ways and conditions of living, in order to promote health” (WHO, 1984).
 The above work preceded the First International Conference on Health Promotion 
held in Ottawa in 1986, which produced probably the single most influential document 
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 8 For instance, in everyday discourse, it may be easier to recognize a situation where 
human rights are blatantly violated (e.g. unlawful arrests of citizens) than to identify a situation 
where human rights are fulfilled (e.g. providing a living income to everyone).
on health promotion – the Ottawa Charter (WHO, 1986b), recognizing three main 
strategies to carry out health-promotion activities. The first strategy is advocating for 
political, social, economic, and other conditions that are favourable to good health; the 
second is enabling people to have equal opportunities and resources to take control of 
the determinants of their health; and the third is mediating between different interests in 
society in order to attain good health outcomes by also engaging actors also outside of 
the health sector. The Ottawa Charter summarizes strategies under five action areas: (1) 
building healthy public policy, (2) strengthening community action, (3) developing 
personal skills, (4) creating supportive environments, and (5) reorienting health services 
towards prevention and health promotion. None of these areas can stand on its own 
because action is needed in all of them in order to attain desirable health outcomes at 
the population level. For this dissertation, I adopt a definition based on the Ottawa 
Charter that describes health promotion as “the process of enabling people to increase 
control over the determinants of health and thereby improve their health” (Nutbeam, 
1998; WHO, 1986b).
 This dissertation has its main focus on the first action area of the Ottawa Charter, 
i.e. promoting health through public policy. A seminal role for this conceptualization 
should be attributed to Nancy Milio’s book, “Promoting health through public policy”, 
which was published five years before the Ottawa conference (Milio, 1981). Despite this 
work, many public health researchers have repeatedly argued that too often the 
implementation of the principles of the Ottawa Charter focuses only on health behaviours 
and reducing individual risk factors (Hancock, 2011; Legowski & McKay, 2000). Individual- 
and community-level risk factors, such as health behaviours, have been referred to as 
downstream determinants, in contrast to upstream determinants such as government 
interventions and other public policies (Braveman et al., 2011). 
 At the population level, upstream interventions are seen to be more effective 
because they focus on the root causes of poor health, such as poverty, limited 
 12
educational opportunities, and health-threatening living and working conditions (WHO, 
2008a). Since the WHO Alma-Ata Declaration (1978) and the subsequent Health for All 
movement (WHO, 1981), there has been increasing calls for public health to work with 
the upstream determinants of health in contrast to the proximal downstream 
determinants. 
Key concept 5: Intersectoral action for health
Yet another central concept of this dissertation is “intersectoral action”, which does not 
have one established definition. The term has been used by WHO, especially since the 
mid-1980s (WHO, 1986a). A recent literature review concluded that in most definitions, 
intersectoral action is depicted as a process, a practice, a collaboration, a coordination, 
or an interaction (Dubois, St-Pierre, & Veras, 2015). In this dissertation, I will use an 
integrative conceptual definition of intersectoral action that was proposed by Dubois et 
al. (2015): 
Working with more than one sector of society to take action on an area of shared 
interest to achieve better results than those obtained working in isolation. Sectors 
may include government departments such as health, education, environment, 
justice, etc.; ordinary citizens; non-profit societies or organizations; and business. 
(Dubois et al., 2015, p. 2939)
 Based on the above definition, “intersectoral action for health” can be 
understood as collaborative relationships and actions between different sectors to 
“achieve health outcomes or intermediate health outcomes in a way that is more 
effective, efficient or sustainable than could be achieved by the health sector acting 
alone” (Dubois et al., 2015, p. 2939). It can entail collaboration within and/or between 
the public sector, civil society, and the private sector. 
 A WHO conference report on intersectoral action for health stated that 
intersectoral action for health includes the involvement of the health sector itself (WHO, 
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1997a, p. 3). However, more recent definitions have added that the health sector does 
not necessarily need to be involved; it is sufficient if the goal is to promote health (PHAC 
& WHO, 2008).9 A widely recognized goal of intersectoral action for health is the 
achievement of greater health equity by influencing the decisions and actions in other 
sectors (de Leeuw, 2017). Examples of sectors that can have major health impacts include 
agriculture and food production, education, environmental and infrastructure planning, 
social services, and finance, among others. The overarching aim of intersectoral action for 
health is to promote greater awareness of the health consequences and impacts of policy 
decisions as well as to move towards healthy public policies in general.
Key concept 6: Governance for health
The concept of governance does not have a single and exhaustive definition. It generally 
refers to a wide system of actors, mechanisms, processes, and interests that influence 
how power is used to manage resources at the local, national, or global level (McQueen, 
Wismar, Lin, & Jones, 2012). Governance arrangements define who has power and who 
makes decisions (IOG, 2014). The governance for health perspective calls for the use of 
broad and intersectoral strategies to promote the health of the population through 
interactions among the government, civil society, and the private sector (Kickbusch & 
Gleicher, 2012). These strategies go beyond the health sector’s mandate as governance 
for health requires directing and coordinating a number of non-health actors that make 
decisions and implement policies that have health impacts. 
 There are also many other interconnected concepts that are also relevant to this 
study, including institutions, policy actors, interests, ideas, and policy processes. Many of 
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 9 A collaborative report by WHO and the Public Health Agency of Canada (PHAC) 
concludes: “We understand ‘intersectoral action for health’ to refer to actions undertaken by 
sectors outside the health sector, possibly, but not necessarily, in collaboration with the health 
sector, on health or health equity outcomes or on the determinants of health or health 
equity” (PHAC & WHO, 2008, p.2).
these notions originated in the literature on political science or public administration and 
are described in more detail in Chapter 2. Later, the sensitizing concepts are tied to my 
empirical analysis in the conclusion and discussion sections of this dissertation.
1.2 Original contribution to knowledge
There are several original contributions that this dissertation aims to make. First, it 
provides a historical background to the development of intersectoral policymaking. 
Second, it produces a systematic analysis of the current challenges and opportunities 
related to the implementation of intersectoral initiatives to promote health. Third, it 
informs these questions by presenting findings based on a unique qualitative data 
source, i.e. the key informant interviews of WHO experts whose views are not widely 
studied because they are traditionally hard to access. The role and subjective experiences 
of health experts can provide new insights into the implementation of intersectoral action 
for health that are directly linked to the practice of policymaking. Fourth, the dissertation 
utilizes a “policy analysis lens” that is still rarely used in the research focused on the social 
determinants of health and achieving health equity.
 Regarding the use of a policy analysis lens, I argue that raising public awareness 
and generating political will to address health issues is important but never sufficient to 
induce a policy change. This dissertation will consider many of the important contextual 
factors that can hinder the implementation of healthy public policy, such as institutional 
arrangements, interests, policy actors, ideas, and the nature of the policy process in 
general.
 Many of the current health challenges require intersectoral responses because 
adequate responses to them are beyond the health sector’s sole and direct influence. 
There is solid and convincing evidence that supports the implementation of intersectoral 
initiatives to promote health (Leppo et al., 2013a; PHAC & WHO, 2008; WHO, 1986a, 
1997a, 2015d). However, repeated policy recommendations by WHO and many policy 
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experts have not led to wide-scale implementation of intersectoral action for health at the 
global and national levels. As a global authority in health, WHO shapes the global health 
agenda by advising national governments and providing high-level recommendations 
that can be expected to have a significant impact on future developments in health. This 
dissertation will respond to the urgent need to gather more information about the 
political, technical, and institutional barriers that make this implementation process 
difficult. Similarly, it is important to increase knowledge of the opportunities that are 
arising to promote health through intersectoral initiatives and mechanisms (e.g. see case 
studies in WHO, 2016b).
1.3 Overview of the research questions
This dissertation has three overarching aims and a set of guiding research questions. In 
terms of its methodology, it is a qualitative public policy study and utilizes methodologies 
derived from content and thematic analyses (Ayres, 2008; Clarke & Braun, 2013; Julien, 
2008; Mayring, 2000; Saldaña, 2016). The data consist of international policy documents 
and 28 key informant interviews that were carried out with WHO experts in Copenhagen, 
Denmark. The methods and data of this study are described in more in detail in Chapter 
4. The overarching aims of this dissertation are:
1. To explore the historical and conceptual development of intersectoral action for 
health equity by reviewing international policy documents and the academic 
literature;
2. To shed light on the challenges and opportunities to the implementation of 
intersectoral action for health by interviewing WHO experts; and
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3. To consider the future of intersectoral action in health promotion and give 
propositions for a more effective collaboration between sectors.
The following three research questions have guided my research:
1. How do the expert informants within the WHO Regional Office for Europe 
understand the concepts of “intersectoral action for health” and “governance for 
health”?
2. What do the academic literature and key informants identify as the main 
challenges/barriers to intersectoral action for health?
3.Which factors facilitate the implementation of the intersectoral action for health 
and what are the opportunities to promote health through such action in the 
future?
 A number of hypothetical propositions have guided this work. The main one is the 
view that intersectoral action for health is difficult to implement because there are 
numerous political, technical, and institutional barriers to the implementation of health-
promoting public policy that are not often systematically explored in the academic 
literature. A lack of political will is one important factor that explains the scarcity of 
comprehensive intersectoral initiatives for health. However, it is not a sufficient 
explanation for the reoccurring difficulties of governments to follow the WHO 
recommendations in the area. The hypothetical proposition is that the challenges to 
healthy public policy are very nuanced and many of these challenges should be explored 
in detail, paying attention to specific dynamics between organizations, bodies, and actors 
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in order to understand the complexities related to the initiation and implementation of 
intersectoral action for health.
1.4 Outline of the dissertation
After this introduction, Chapter 2 (“Review of the Literature”) of the dissertation gives an 
overview of the key concepts and relevant literature by considering various intersectoral 
approaches to health and health equity. In order to better understand policy change, I 
provide an overview of various factors that shape the policymaking process, which 
include governance arrangements, institutions, policy actors, interests, ideas and 
ideologies. My argument is that efforts to promote equity in health are fundamentally 
based on the human rights approach. In the UN context, the normative human rights 
documents are based on the understanding of health as a basic human right. In 
Appendix A, I review key United Nations documents from a health perspective, including 
the Universal Declaration of Human Rights (UN General Assembly, 1948) and other 
international covenants (UN General Assembly, 1966a, 1966b).
 In Chapter 3 (“Research Context”), I provide a descriptive history of the WHO 
Regional Office for Europe and review some of its milestone policy documents. The 
majority of key informants in this study built their professional careers in in the European 
Region of the WHO, which currently consists of 53 Member States. Especially since the 
1980s, the WHO Regional Office for Europe has been an important global actor in 
defining many of the key concepts related to health promotion, health equity, and 
intersectoral action for health.
 In Chapter 4 (“Research Design and Data”), I provide a description of the 
methods of data collection and analysis. I utilized purposive sampling to collect key 
informant interviews. The full interview guide used in this study is in Appendix B. I 
analyzed my interview-based qualitative data by applying content and thematic analysis. 
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A qualitative data analysis (QDA) computer software package was used to code the data 
(NVivo 11 for Mac). The analysis involved a computer-assisted coding process of the 
detailed notes from the key informant interviews.
 Chapter 5 (“Findings”) presents my analysis of the key informant interviews. In its 
main section, I provide an analysis of how the key informants understand the concepts of 
“intersectoral action for health” and “governance for health”; how they see the 
challenges and opportunities of intersectoral approaches to health; and what suggestions 
they make for future work. In addition, I reflect on the implications of this study for policy 
and practice by outlining the main contributions to the current debates on health equity 
and intersectoral approaches.
 Chapter 6 (“Conclusions and Future Directions”) focuses on the future prospects 
of intersectoral action and summarizes some of the key strategies and requirements for 
overcoming the challenges and barriers that currently hinder the implementation of 
intersectoral initiatives for health and well-being. In addition, the section includes 
propositions for strategies to overcome the challenges and barriers to the 
implementation of intersectoral action for health in the future.
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CHAPTER 2: REVIEW OF THE LITERATURE
2.1 Introduction to the literature review
The overall aim of this chapter is to review the relevant literature and describe the wider 
context of the study. As the first section, this introduction summarizes the content of my 
literature review. The second section (2.2: “Promoting health equity through public 
policy”) gives an overview of the key concepts of my study. I explain what health equity is 
and what factors are seen to cause health inequalities between socioeconomic groups. It 
also shows the connections between health equity and public policy. The understanding 
of these connections is important in order to realize why intersectoral action for health 
has been recommended as a key strategy to solve complex public health challenges and 
promote greater health equity.
 The third section of this chapter (2.3: “Health, Human Rights and the Justification 
for Action”) lays out a short history of human rights and their relevance to the promotion 
of health. I have a special focus on human rights documents produced in the context of 
the United Nations (UN), as I consider these documents as key to my thinking about a 
“universal moral commitment” to health equity. I also believe it is important to study the 
original human rights documents because they are the defining documents for all the 
members states of the UN and its specialized agencies, including WHO. A list of the most 
significant international human rights conventions and treaties can be found in Appendix 
A.10 International conventions are important, since they have been ratified by most of the 
countries in the world. In addition, the right to health is mentioned in at least in 115 
national constitutions (Brown et al., 2014, p. 14).
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 10 The following three documents comprise the International Bill of Human Rights (IBHR): 
the Universal Declaration of Human Rights (UDHR), the International Covenant on Civil and 
Political Rights (ICCPR), and the International Covenant on Economic, Social and Cultural Rights 
(ICESCR).
 My key argument is that the UN human rights framework provides a solid value 
base that justifies intersectoral action for health. Advancing health equity and protecting 
the right to health are closely related concepts that support each other. In other words, 
actions to promote health equity derive their key justifications from the right to the 
highest attainable standard of health. This right is highlighted in numerous international 
human rights documents that are signed by most developed countries. One of the 
reoccurring arguments is that health advocates and citizens should make decision-makers 
and elected representatives more accountable for their commitment to promote health 
and to respect health-related obligations under international law. After reading this 
section, the reader should have a basic understanding of how human rights are defined in 
contemporary international discourse.
 The fourth section (2.4: “Understanding Policy Change”) focuses on the 
governance structures, actors, ideas, and processes that can constitute significant barriers 
to the implementation of intersectoral policies to promote health. A vast amount of 
literature has been produced on the importance of intersectoral action for health. All of 
these strategies suggest that health promoters should involve other sectors to become 
advocates of their goals. A simplistic understanding of public policy might lead to an 
assumption that other sectors start to value health only when they gain an understanding 
that their actions might have significant health impacts. However, the political reality is 
that the awareness of the social determinants of health does not automatically lead to the 
adoption of health-promoting public policies and setting “health” (and its equitable 
distribution) as the government’s top priority. Explanations to these barriers should be 
sought elsewhere. The section considers these political and administrative factors that 
influence population health, such as priority setting, governance structures, and resource 
distribution.
 The fifth section (2.5: “Intersectoral Action for Health through the Decades”) gives 
an overview of conceptual developments related to intersectoral action in health and its 
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implementation by providing a historical outlook of the development of various 
intersectoral approaches. The concluding section (2.6: “Concluding Remarks”) 
summarizes key insights based on the literature and highlights some of the ways health 
researchers and advocates can reorient their focus in order to effect public policies to be 
more supportive of intersectoral action for health.
REF:(WHO, 1986b, 2008a, 2013b, 2013c)
2.2 Promoting health equity through public policy
The classical definition of politics refers to resource allocation: “who gets what, when and 
how” (Lasswell, 1958).11 The sphere of politics is intrinsic to policymaking, and there is no 
public governance free from power relations. A government can formulate action plans 
and set priorities on the use of public resources in order to take action on a certain 
collective issue. However, along with publicly stated policy goals, there can be many 
underlying values and implicit objectives that drive the policymaking processes. For 
instance, non-decision-making or the lack of clear priorities can form a policy in the same 
way that a publicly stated plan of action does. In other words, a wide understanding of 
public policy acknowledges that policies can be practiced without a clear and explicit 
intention to implement a certain policy, i.e. lack of priority can be also seen as a priority 
setting.
 Public policies are implemented in changing socio-political contexts (Buse, Mays, 
& Walt, 2012). In the process of forming public policies, some of the central questions 
are: (1) What is the problem we want to address? (2) what action would fix the problem 
and how can it be implemented? and (3) how can we measure, monitor, and evaluate the 
effects of the chosen policy? (Hill, 2013). In terms of health equity, defining the problem 
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 11 The term “policy” has multiple definitions. One influential definition of “policy” is: “A 
set of interrelated decisions taken by a political actor or group of actors concerning the selection 
of goals and the means of achieving them within a specified situation where these decisions 
should, in principle, be within the power of these actors to achieve.” (Jenkins, 1978).
is clear, since the aim is to reduce avoidable and unjust health inequalities through public 
policy action. However, things become more complicated when the second question on 
the ways to tackle these inequalities is considered. The importance of having a 
comprehensive public health policy has increasingly been recognized since the 1970s 
(Irvine et al., 2006).
 Persistent health inequalities between socioeconomic groups have been 
described as a “wicked problem” with a complex nature that cannot be solved by using 
only one strategy (Kickbusch & Gleicher, 2012). In the context of the work of WHO, health 
policy researchers and the international policy community have come to the consensus 
that action across multiple sectors is required for improving equity in health (WHO, 
1986b, 2008a, 2013b, 2013c). The rationale for this consensus is based on the finding 
that population health is influenced by factors that lie largely outside of the health care 
sector. In the academic research community, there are debates on how deeply the public 
health sector should be involved in political processes that extend its focus towards the 
wider social determinants of health. For instance, as a supporter of a narrow view of 
public health, Rothstein argues that public health officials should limit their actions to 
predefined core functions that have a legal or constitutional basis, such as immunization, 
quarantine, contact tracing, and environmental regulations (Rothstein, 2002, 2009). He 
sees that public health officials lack “the resources, expertise, legal authority and political 
and public support” to address the root causes of ill health (Rothstein, 2009, p. 87). This 
view has been criticized (see Goldberg, 2009), and many international actors in health, 
such as WHO, see their institutional mandate as promoting health throughout all sectors 
of society.
 The social determinants of health perspective includes a wide variety of social, 
economic, environmental, and political factors that constitute people’s living and working 
conditions (Raphael, 2016). From this perspective, population health cannot be promoted 
effectively solely through the actions of the health sector. In the context of WHO, the Rio 
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Political Declaration on the Social Determinants of Health (WHO, 2011) was endorsed by 
all 194 Member States of WHO in the 65th World Health Assembly in 2012. The 
declaration has five action areas: (1) Adopt better governance for health and 
development; (2) promote participation in policymaking and implementation; (3) further 
reorient the health sector towards reducing health inequities; (4) strengthen global 
governance and collaboration; and (5) monitor progress and increase accountability 
(WHO, 2011).
 Since the Ottawa Charter (WHO, 1986b) was introduced in 1986, there has been 
growing calls to tackle health inequities with intersectoral approaches such as the Whole-
of-Government (WG) approach, the Health in All Policies (HiAP) approach, the Social 
Determinants of Health (SDH) approach, and the Healthy Public Policy (HPP) approach. 
However, the implementation of health-promoting action in multiple sectors, within and 
outside of government, has proved to be challenging. In terms of implementation, some 
of the key questions include: Why is it so difficult to implement health-promoting public 
policies to address the wider social determinants of health? What are the processes, 
structures, and values that hinder the opportunities for effective intersectoral action and 
cooperation?
 This literature review will address these questions and aim to clarify significant 
barriers that advocates for health equity are likely to experience. Policymakers and 
advocates can expect numerous obstacles at the macro, meso, and micro levels of 
implementation. Policy actors and institutions outside of health can have numerous 
reasons for resisting policies that could potentially promote health equity. Moreover, 
ideological factors and individualistic values can discourage policy actors from seeing 
health promotion as a shared responsibility of multiple sectors. In short, intersectoral 
action to promote health equity can be described as a great idea but one that is hard to 
implement.
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 One of my arguments in this dissertation is that public health advocates should 
turn their analytical focus to policy processes, structures, and values that hinder their 
opportunities for implementing intersectoral action for health. Public policy analysis and 
political science can provide important tools for health researchers that can advance the 
understanding of the complex politics of health. By increasing understanding of these 
barriers and their mechanisms, health advocates can help to develop more effective 
strategies to promote health equity and social justice.
 In order to promote health equity more effectively, researchers have 
recommended carrying out Health Impact Assessments (Harris-Roxas et al., 2012), setting 
up intersectoral governing bodies, and implementing health-promoting policies at 
multiple levels and sectors (Kickbusch & Buckett, 2010; WHO, 2013c). These 
recommendations to tackle health problems through intersectoral action seem to be well-
articulated and based on a large amount of research evidence. However, as stated earlier, 
the most pressing question is: Why have these calls not lead to wide-scale 
implementation, and why do so few outside of the health field seem to listen to these 
suggestions?
 To understand the lack of implementation of these well-intentioned 
recommendations, we need to have a stronger focus on the politics of health (see 
Bambra, Fox, & Scott-Samuel, 2005). A comprehensive perspective on policy formulation 
acknowledges that policy change takes place through a complex interaction of ideas, 
institutions, actors, and interests (e.g. Howlett, Ramesh, & Perl, 2009). Embrett and 
Randall (2014) argue that advocacy on health equity is rarely sufficient in terms of 
achieving significant policy changes. Instead, they call for linking policy problems to 
policy solutions, increasing intersectoral cooperation, and improving administrative 
capacities to implement changes. They conclude that: “What seems clear from the social 
determinants of health and health equity literature is that there is a general lack of 
appreciation for the role of policy analysis and a misguided belief that advocacy based on 
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evidence alone is sufficient to move an issue onto the policy agenda“ (Embrett & Randall, 
2014, p. 154). In other words, merely showing the evidence on policies that would most 
likely to promote people's health is not enough to attain policy change and to gain 
policymakers’ support.
 My main rationale for this dissertation is that it is increasingly important for 
researchers to direct more attention to political and institutional factors that make the 
implementation of equity-related policies difficult. This means analyzing the influence of 
different policy actors, interest groups, ideas, and governance arrangements. In terms of 
governance, it has been proposed that measures to reduce health inequalities need to be 
wide-ranging, and intersectoral action should be taken at multiple levels (Leppo et al., 
2013a; Ndumbe-Eyoh & Moffatt, 2013).
 The concepts of health equity and social determinants of health are central in the 
contemporary academic debates related to attaining a more equal distribution of health 
by reducing avoidable and unfair socioeconomic health inequalities. The basic premise is 
that this improvement should come about by improving the average level of health or the 
situation of the worst off, without compromising the health of the most advantaged. A 
large body of research has shown that health inequalities prevail across the 
socioeconomic spectrum by forming a “social gradient”, which means that health 
inequalities do not consider only the most disadvantaged but all social groups from the 
bottom to the top (NCCHPP, 2016). 
 In contemporary discussions, the focus of the action has more and more shifted to 
the structural determinants of health, which are also referred to as “the causes of the 
causes”. Intersectoral action for health has been suggested as a policy remedy because 
these fundamental causes generally are outside the health sector’s direct influence or 
mandate (Marmot, 2007; McQueen, Wismar, Lin, Jones, et al., 2012; WHO, 2008a). In the 
following, I consider various conceptual definitions as well as explanations for the 
existence of health inequalities.
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2.2.1 Defining health equity
Equity refers to the quality of being fair and just. Chang (2002, p. 491) states: “Equity, 
unlike equality, is perceived as a normative concept based on the ethical principle of 
distributive justice at all levels and all domains.” Health equity means justice in health, 
which can be defined more specifically as equal access to various resources that influence 
health (Braveman, 2010, 2014a). In addition, Braveman and Gruskin (2003) argue that it is 
important to have a clear definition of health equity. They see that an unambiguous 
concept is needed to guide its operationalization and measurement. They define equity 
in health as “the absence of disparities in health (and in its key social determinants) that 
are systematically associated with social advantage/disadvantage” (Braveman & Gruskin, 
2003, p. 256).
 Solar and Irwin (2010, p. 12) define health equity as “the absence of unfair and 
avoidable or remediable differences in health among population groups defined socially, 
economically, demographically or geographically.” Many health researchers share the 
view that in order to achieve equity in health, we are required to look at the social 
determinants of health that lie mainly outside of the health care sector (Marmot & 
Wilkinson, 2006; Mikkonen & Raphael, 2010). Because health inequity has its roots in 
living and working conditions, they can be defined as avoidable and unjust (i.e. social 
conditions can be improved through collective action) (Braveman & Gottlieb, 2014).12
 It is widely acknowledged that ensuring equal access to health care is very 
important, but it is not a sufficient measure to promote greater health equity (Marmot, 
2004). To achieve equity in health, we are required to look at the social determinants of 
health that lie outside of the health care sector (Marmot & Wilkinson, 2006). Furthermore, 
coordinated action on the social determinants of health requires that different sectors 
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 12 It should be noted that genetic variation can contribute to the existence of health 
inequities; but in general, various social determinants have been considered to be more important 
(Townsend, Davidson, & Whitehead, 1986).
within a government are able to work in a coherent way towards the same goals. The 
opportunities and challenges of such coordinated and intersectoral action is also the core 
question of this dissertation.
2.2.2 Causes of health inequity and health inequalities
The final report of the WHO Commission on Social Determinants of Health states that 
"social injustice is killing people on a grand scale," and continues to assert that health 
inequalities are caused by “a toxic combination of poor social policies and programmes, 
unfair economic arrangements, and bad politics” (WHO, 2008a). The report refers to the 
unequal distribution of social, material, and environmental conditions that influence the 
health of a population, which are probably the most powerful determinants of population 
health (Marmot & Wilkinson, 2006; Whitehead & Dahlgren, 2006). Whitehead (1992) has 
defined socioeconomic health inequalities as systematic differences that are avoidable, 
unnecessary, and unjust. However, not all health differences are related to inequality, e.g. 
the differences between young and old. Braveman (2014a) notes that the research on 
health inequality points to differences in social justice between advantaged and less 
advantaged socioeconomic groups.13 Lower socioeconomic groups suffer from 
economic, social, and environmental disadvantages that cause avoidable illness, 
disability, suffering, and premature death (Braveman, 2014a, p. 6). In addition, there are 
numerous analyses that focus on health inequalities experienced by particular groups, 
such as children, women, and immigrants (for example, see Raphael, 2009c). 
 Numerous conceptual models have been presented to outline how social 
conditions and health are associated with each other. One of the most cited model is the 
Dahlgren-Whitehead model that is presented in many WHO reports (Dahlgren & 
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 13 For instance, Anand (2004, p. 19) concludes that “group inequalities give rise to the 
suspicion that they derive from social rather than natural (e.g. genetic) factors – and may thus be 
avoidable through public intervention.”
Whitehead, 1991). Other similar models have been also presented that refer to similar 
concepts but highlight slightly different aspects (Brunner & Marmot, 2006; Evans & 
Stoddart, 1990; IOM, 2000; Solar & Irwin, 2010). Graham (2004a) notes that these type of 
models “represent health as the outcome of causal processes that originate in the social 
structure, in which social position is embedded” (Graham, 2004a, p. 2007). All these 
models suggest that social factors (e.g. living conditions) produce health inequalities. 
However, Graham (2004a) suggests that some of these models should be modified to 
better capture the link between structural inequalities and health. These deeper-level 
structural determinants have been referred as “fundamental social causes” of health 
inequality (Phelan, Link, & Tehranifar, 2010). These fundamental social causes include 
structural inequalities in resources such as money, knowledge, power, prestige, and social 
support (Link & Phelan, 1995). All the above factors are beyond the mandate of the 
health sector, which further provides a rationale of why intersectoral action for health is 
needed.
Explanations for health inequalities
The observation that living conditions and health are associated is not at all new. This 
connection can be found in ancient Greek philosophy (Tountas, 2009). Probably the first 
title on public health was the treatise “On Airs, Waters, and Places,” by Hippocrates, who 
is considered to be the founder of western medicine. Hippocrates wrote about the 
occurrence of diseases depending on the location of where people lived, the quality of 
drinking water, and the winds to which people were exposed (Hippocrates, 460-354 
B.C.). The historical roots of social epidemiology stem from early studies of the 19th 
century. A French physician and free market supporter Louis-René Villermé (1782-1863) 
used Parisian census data to show that mortality rates were patterned by poverty and 
wealth (Krieger, 2001b). In his studies on the working class in England, Friedrich Engels 
(1820-1895) noted that the poor suffered notably higher mortality rates than the non-
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poor (Engels, 1845/1993).14 As one of the founders of modern social medicine, Rudolf 
Virchow (1821-1902) was a pioneer in defining the physician’s role in alleviating poverty 
by turning focus on the connection between social conditions and health.15 Virchow 
asserted that medical doctors should be “the natural advocates of the poor” (Birn, 2009; 
White, 2001). Later, Thomas McKeown (1979) argued that the decline in mortality rates 
from the mid-nineteenth century onward was not caused by medical advances, but 
improvements in the overall living conditions of people.16 In particular, improved nutrition 
and sanitation made people more resistant to infections and reduced the spread of 
diseases. Furthermore, the post-World War II era was the time when the Western welfare 
states started to develop (Esping-Andersen, 1990). It is without question that the 
increased collective responsibility of social and health affairs has had a significant positive 
effect to the population health. The social security system with a number of benefits and 
services have decreased the negative effects of various social risks, such as child birth, 
retirement, unemployment, sickness, or disability.
 The WHO Commission on Social Determinants of Health (2005-2008) released its 
final report in 2008 (WHO, 2008a) as a call to action in order to build a global movement 
for health equity. The work of the commission was based on two concerns: “a passion for 
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 14 In his book “The Condition of the Working Class in England”, Friedrich Engels paid 
special attention to the early childhood conditions and health: “The great mortality among 
children of the working-class, and especially among those of the factory operatives, is proof 
enough of the unwholesome conditions under which they pass their first year. These influences are 
at work, of course, among the children who survive, but not quite so powerfully as upon those 
who succumb“ (Engels, 1845/1993, p. 150).
 15 Rudolf Virchow has stated in his article published in 1848: “Medicine is a social science, 
and politics is nothing but medicine on a large scale” (White, 2001, p. x). 
 16 However, McKeown’s interpretation of the data has been contested by several 
researchers (see Colgrove, 2002). Despite the flaws in the analysis, McKeown’s key premise has 
been generally accepted: “A large and growing body of research suggesting that broad social 
conditions must be addressed in order to effect meaningful and long-term improvements in the 
health of populations has validated the underlying premise of McKeown's inquiries” (Colgrove, 
2002, p. 729).
social justice” and “a respect for evidence” (WHO, 2008a, Note from the Chair section, 
para. 2). The aim was to “advance health equity through action on the social 
determinants of health” by laying out the evidence and current knowledge on the 
connections between health and social conditions (WHO, 2008a, Note from the Chair 
section, para. 4). Since the Commission’s report, the social determinants of health 
approach has been increasingly used to describe the linkage between living conditions 
and health. From the early 1990s, the term “social determinants of health” has become 
more common in the English literature.17
 However, long before the WHO Commission’s work, in 1980, a milestone paper 
was published, which has become widely known as the Black Report (Black, 1980). It 
made an important distinction between two primary mechanisms causing health 
inequalities: cultural-behavioral and materialist-structuralist. Also, two other explanations 
were suggested in the report, of which the first one was the artefact explanation (i.e. 
health inequalities as an artefact of data collection) and the second was the natural/social 
selection explanation (i.e. health status is a direct consequence of innate characteristics or 
genetic predispositions). However, the natural/social selection hypothesis was not seen to 
provide sufficient explanation about the extent of health inequalities (Blane, 1985). Later, 
researchers have focused on many potential and overlapping explanations for health 
inequalities, such as neo-material (Lynch et al., 2000), psycho-social (Brunner & Marmot, 
2006; Wilkinson & Pickett, 2006, 2009), behavioural-cultural (Bartley, 2004), life-course 
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 17 See the results from Google Ngram Viewer on the search term “the social determinants 
of health” at: https://books.google.com/ngrams/graph?
content=social+determinants+of+health&year_start=1940&year_end=2008&corpus=15&smoothi
ng=3&share=&direct_url=t1%3B%2Csocial%20determinants%20of%20health%3B%2Cc0
(Braveman, 2014b; Hertzman & Power, 2003), and political (Raphael, 2012b; Raphael & 
Bryant, 2006a).18
 From a structural perspective, especially four of the above theories can be 
highlighted in more detail (Mackenbach, 2012, p. 763).19 First, the neo-material 
explanation focuses on the unequal distribution of material resources that leads to 
different exposures to factors that are beneficial or harmful to health (Lynch et al., 2000). 
Second, the fundamental causes explanation highlights the link between an individual’s 
socioeconomic position and access to a greater variety of cultural, material, and social 
resources, such as wealth, knowledge, power, and social support (Link & Phelan, 1995). 
Third, the life-course perspective outlines the socioeconomic differences in accumulating 
exposures to biological and social factors through the life-course (Hertzman & Power, 
2003). Fourth, the psychosocial explanation focuses on the health-harming effects of 
psychosocial stress that is experienced more in lower socioeconomic groups (Marmot & 
Wilkinson, 2001; Wilkinson & Pickett, 2009). In the psychosocial model, a higher 
incidence of stressful experiences is associated with a lower social status and increased 
by the extent of income inequalities, relative deprivation, and demand-control 
imbalances.
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 18 Bouchard et al. (2015) carried out a bibliometric analysis to identify the most cited 
academic articles on health inequalities between 1966-2014. They identified Marmot’s article on 
health inequalities among British civil servants as the one of the five most cited articles (Marmot et 
al., 1991). The paper was based on the so-called Whitehall II study, which showed a clear 
association between lower socioeconomic position with increased mortality. According to Marmot 
et al. (1991), low job control explained a significant portion of higher morbidity among lower 
socioeconomic groups and this variation was concluded to be unrelated to health behaviors.
 19 Mackenbach (2012) has outlined nine different theoretical approaches that may explain 
the persistence of health inequalities in well-developed welfare states. These approaches have 
varying focus areas, which include: (1) ‘neo-material’ factors, (2) cultural capital, (3) diffusion of 
innovations, (4) fundamental causes, (5) life course perspective, (6) mathematical artifact, (7) 
personal characteristics, (8) psychosocial pathways, and (9) social selection. 
Table 1. Explanations for the health inequalities between socioeconomic groups
Explanation Factors 
Materialist Socioeconomic differences in income and working and 
living conditions
Psychosocial Relatively higher levels of stress and other psychosocial 
risk factors experienced by people with a lower 
socioeconomic status
Behavioural-cultural Socioeconomic differences in health behaviours and 
their cultural acceptance (e.g. alcohol consumption, 
smoking, diet, and exercise)
Lifecourse Accumulation of various types of disadvantage over the 
life-course (social, psychological, and biological)
Genetic Genetic/biological/epigenetic differences influencing the 
health status of individuals
Intersectionality Health effects resulting from multiple intersecting forms 
of discrimination and oppression related to factors such 
as gender, race, ethnicity, disability, and sexual 
orientation
Political economy Indirect effects from the lower levels of power and 
influence among lower socioeconomic groups
 The explanations presented in Table 1 provide different perspectives on health 
inequalities, but they do not exclude each other. Similarly, due to the complexity of 
phenomena, many researchers hold the view that the measures to reduce health 
inequalities need to be wide-ranging and action should be taken at multiple levels 
(Leppo et al., 2013a; Ndumbe-Eyoh & Moffatt, 2013). The complexity of the causal 
factors that influence the level of health inequalities make it evident that the delivery of 
health services or the health sector alone cannot solve the problem and therefore 
intersectoral action for health is needed.
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 In relation to the debate on the causes of health inequalities, Joyce and Bambra 
(2010) argue that focus on behavioural interventions can stigmatize already 
disadvantaged populations. They assert that the root causes of health inequalities are not 
behavioural but structural. From this perspective, policymakers should address health 
inequalities by developing macro-level strategies and complementing them with more 
targeted interventions (Marmot et al., 2010). In other words, understanding and 
responding to key challenges for reducing health inequalities requires developing clearer 
policy responses (Smith, Bambra, & Hill, 2015). According to Smith et al. (2015), it is 
crucial to generate and maintain concern for health inequalities, which means having 
public, political, and professional concern for strengthening the evidence base, 
producing solid policy alternatives, and ensuring political will that lead to intersectoral 
implementation of health-promoting public policies.
 On the other hand, Braveman and Gottlieb (2014, p. 26) argue that the 
complexity of the causal pathways and the long time frames make research on the social 
determinants of health and health equity particularly challenging. As many other 
researchers, they assert that to tackle the health equity puzzle we would need more 
intersectoral action, which, however, faces multiple barriers “including differing priorities, 
funding streams, and timelines across agencies” (Braveman & Gottlieb, 2014, p. 27). 
Their view is that a considerable shift in financial and political incentives is needed to 
overcome these barriers. Based on the multitude of these explanations, it can be 
concluded that actions by multiple sectors are needed to influence the broad areas of 
social determinants of health that are associated with health inequalities.
Intersectionality and health
The concept of intersectionality provides yet another perspective why the health sector 
alone cannot influence on the wider social determinants of health. Along with 
“traditional” socioeconomic variables such as income, education, and occupation, there 
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are policy analyses on health equity that focus on particular groups. The term 
intersectionality refers to multiple intersecting and interacting factors that shape an 
individual’s social position (Hill, 2015). The main focus of intersectionality is often beyond 
the traditional socioeconomic variables of income, education, and occupation, for 
instance ethno-racial explanations focus on the health effects that result from various 
forms of racial discrimination (Reitz & Banerjee, 2007) and feminist and other critical 
scholars highlight how factors such as sex, gender, disabilities, immigration status, and 
race have many intersecting impacts on health (Hankivsky et al., 2010). In addition, 
intersectionality encourages the examination of the role that power and privilege in 
health inequalities play by moving beyond a descriptive analysis to investigating the 
social processes and structures that create and sustain power inequalities within society 
(Hill, 2015). 
 Gender is one of the intersecting factors that divides the population and has 
health consequences, not least for the reason that men have held greater privilege 
throughout human history. Doyal defines gender equity in health as a “equitable 
distribution of health-related resources” (Doyal, 2000). Doyal argues that it is important to 
understand the similarities and differences in the health needs of women and men in 
order to address them effectively. Gender roles and differences in living and working 
conditions can systematically expose men and women to various risk factors to different 
degrees. These underlying determinants include social and economic disadvantages, 
income, employment, education, housing, reproductive health needs, among others 
(Östlin et al., 2006). Intersecting factors can decrease the quality of life by increasing the 
likelihood of experiencing adverse living conditions. 
 For instance, a racialized woman with an immigrant status has much a greater risk 
of poverty than a non-immigrant male. Moreover, poverty manifested as lack of material 
and financial resources has been linked to depression and high levels of stress. 
McGibbon and McPherson (2013) argue that many of women’s mental health struggles 
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are the result of oppression that takes place in multiple domains of everyday life. These 
intersecting impacts increase stress and make women susceptible to many negative 
health outcomes. They argue that the recently implemented neo-liberal policies place 
more and more responsibility on individual women, even though there are many 
structural and societal reasons that contribute to the risk of mental and other health 
problems (McGibbon & McPherson, 2013, p. 64).20 For instance, neo-liberalism has been 
associated with an increasingly precarious job market where women face more difficulties 
in finding well-paid full-time employment. At best, public policies can address many of 
these differing needs from micro to macro levels and reduce gender inequities in health 
(Östlin et al., 2006). A rational conclusion can be drawn with an implication that health 
considerations should be included on policy agendas of non-health sectors because it is 
evident that a multitude of factors have intersecting impacts on health.
 
Three general approaches to promote health equity
Policy measures to promote health equity by tackling health inequalities can be very 
varied in terms of their focus and targets. Researchers have identified three ways of 
considering health inequalities that have varying policy implications (Graham, 2004a, p. 
114-118; Graham, 2004b, p. 118-128; NCCHPP, 2016, p. 2-3). These three approaches 
are (1) improving the health of the most disadvantaged groups, (2) reducing the gap 
between the most disadvantaged and other socioeconomic groups, and (3) addressing 
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 20 Coburn (2000) describes the tenets of neo-liberalism as follows: “Neo-liberalism refers 
to the dominance of markets and the market model. Though composed of a complex combination 
of characteristics the basic assumptions of neo-liberalism, the `philosophy' of the new right are: 
(1) that markets are the best and most efficient allocators of resources in production and 
distribution; (2) that societies are composed of autonomous individuals (producers and consumers) 
motivated chiefly or entirely by material or economic considerations; (3) that competition is the 
major market vehicle for innovations. Neo-liberalism is distinguished from neo-conservatism by the 
fact that the latter contains a particular social component supportive of traditional family values, 
particular religious traditions etc and not only a `free-enterprise' economic doctrine.” (Coburn, 
2000, p. 138)
health inequalities across the whole population. There are significant national differences 
in the use of these strategies in terms of what is seen as a main approach (Raphael, 
2012c). It should be noted that each of these three general strategies can apply the 
principles of intersectoral policymaking, i.e. engage more than one sector. In the 
following, I will briefly discuss each of these strategies.
 Focusing on the most disadvantaged. The first strategy is to target the most 
disadvantaged populations and therefore is limited to a fairly small group of people 
(Graham, 2004b, p. 118-120; NCCHPP, 2016). In some cases, this strategy can be very 
beneficial to the worst off but does not have an impact on other groups. For instance, 
improving health and well-being of homeless people by providing them income, shelter, 
and access to health care can be all very effective strategies to improve the living 
conditions of a very disadvantaged group. However, this strategy does not address the 
root causes that can increase people’s likelihood to become homeless in the first place, 
such as a lack of affordable housing, joblessness, and the absence of social safety nets in 
general. Similarly, having a sole focus on a disadvantaged group can stigmatize the 
targeted population and legitimize their disadvantage as a normal social condition that 
should be made more tolerable for more well-off citizens (Solar & Irwin, 2010). Similarly, 
policies that target only the most vulnerable can conceal the need to address social 
structures that originally gave rise to health inequalities. In addition, there is a danger 
that some disadvantaged groups are “hidden” (i.e. whose needs are not recognized) and 
therefore they are not targeted at all within a focused strategy.
 In other words, the focus on the most disadvantaged can pose a danger of 
ignoring the root causes of the problem. For instance, people’s reliance of food banks 
cannot be solved by providing food banks more resources in order for them to work more 
efficiently. This solution would not address the root problem that makes food banks and 
“breadlines” exist in the first place, e.g. the issues of poverty and unemployment. An 
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alternative perspective might come about from seeing food banks as a clear failure of 
public policy.
 Focusing on the health gap. The second strategy focuses on the relational 
aspect of health inequalities, i.e. the gaps between the most worst off and the more 
advantaged groups (Graham, 2004b, p. 120-123; NCCHPP, 2016). This way to pursue 
health equity means reducing health inequalities by improving the health of 
disadvantaged populations to attain a more equal distribution of health amongst the 
overall population (Braveman, 2014a). More specifically, it is often argued that reducing 
poverty and income inequality is probably the most efficient way to tackle global health 
inequalities (Wilson, 2009). In a recent review on the relationship between income 
inequality and health, Wilkinson and Pickett conclude in a quite straightforward way that 
“narrowing the [income] gap will improve the health and wellbeing of 
populations” (Pickett & Wilkinson, 2015). Furthermore, improving the overall quality of 
the social determinants of health among the most disadvantaged populations is needed 
to attain greater levels of health equity (Braveman, 2006; Vågerö, 1995).
 However, only reducing the health gap does not necessarily influence the overall 
distribution of health. At first, both strategies — focus on the most disadvantaged and 
focus on the health gap — might seem to be cost-effective and offer benefits that can be 
easily understood. Economic arguments, such as the need to channel resources to the 
people who are in the most need, can be easily grasped. In addition, these strategies can 
offer a publicity value as policymakers can give a clear message to the media and general 
public that they have a clear strategy to address health challenges among the 
disadvantaged. Despite the benefits of these two strategies, it has been proposed that a 
more universalistic strategy would lead to the best overall results in terms of population 
health.
 Shaping the overall distribution. The third strategy has its focus on the health 
gradient, i.e. how health is distributed across the whole population (Graham, 2004b, p. 
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123-126; NCCHPP, 2016). The first two strategies focus on the most disadvantaged and 
therefore they tend to ignore everyone above the least well off. Socioeconomic position 
and health are interconnected in every nation, and in all societies there are hierarchies 
based on income, occupation, and education (WHO, 2008a). One’s position on this 
hierarchy constitutes an individual’s socioeconomic position (Krieger, 2001a). A social 
gradient in health refers to a linear correlation between health status and socioeconomic 
position, i.e. the higher the social position, the better the health (Marmot, 2006).
 The health gradient is visible in every society including developed and developing 
countries. In the context of developed countries, differing mortality rates between 
socioeconomic groups can be seen in an example from Washington DC. At the distance 
of 12 miles, life expectancy varies from 57 years for the most underprivileged group, 
black men, to 76.6 years for the group of the wealthiest, white males (Marmot, 2006). 
Similar disparities between lower and higher socioeconomic groups can also be observed 
in more egalitarian nations such as Canada (Raphael, 2012a) and the Nordic countries 
(Mikkonen, 2012).
 Each of the above strategies aim to address health inequalities, but the third 
strategy that focuses on the overall distribution of health is the only universalistic 
approach by focusing on the distribution of health from the most disadvantaged to the 
most advantaged populations.21 Similarly, one limitation of intersectionality can come 
about from its focus on specific groups at the expense of a more universalist focus. In 
other words, intersectionality has a tendency to focus on the most disadvantaged groups 
rather than dealing with the overall distribution of health (cf. three approaches to health 
inequalities presented above). This can be positive in the sense that individual needs are 
met effectively but also has a negative aspect if the element of distribution is neglected.
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 21 In terms of national health policies, Norway is a rare example of a country that has 
explicitly taken the universalistic approach to tackle health inequalities and reoriented its national 
policy in order to address the health gradient (van der Wel, Dahl, & Bergsli, 2016).
 One analogue to the strategy of shaping the overall distribution of health can be 
found from epidemiological studies that have concluded that shifting various risk factors 
(e.g. high blood pressure) is significantly more effective when the focus is, not on 
individuals, but on the whole population. For instance, Rose (2008) has made a strong 
case indicating that population-level strategies are significantly more effective than 
targeted strategies because population -evel change can effectively shift the normal (or 
Gaussian) distribution of health-related determinants. In comparison to targeted 
strategies, this change at the population level will lead to greater improvements in 
population health on average as well as to better health in the most disadvantaged 
groups (Rose, 2008). To summarize, shaping the overall distribution is likely to lead to 
more significant improvements than having a focus on a limited target group.
2.2.3 Implementing healthy public policy
The term healthy public policy has its roots in the pioneering work of Nancy Milio.
In her book “Promoting health through public policy” (1981), Milio provided an extensive 
set of evidence to show how agriculture, finance, transportation, and social policy sectors 
influence population health. According to Clavier and de Leeuw (2013a), Milio’s term 
“healthy public policy” summarizes the idea that “health is the product of social and 
political forces, many of which are under the control of political action in various policy 
sectors” (Clavier & de Leeuw, 2013a, p.2).22 A Canadian key figure in health promotion, 
Trevor Hancock, argued for moving from “public health policy” to “healthy public policy” 
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 22 de Leeuw & Clavier (2011) highlight the significance both of these two persons for the 
health promotion movement: “Both Nancy Milio, Trevor Hancock and the aggregate authorship of 
the Ottawa Charter clearly believed that Healthy Public Policy was an irrefutable necessity for 
health promotion. The ‘evidence’ had been established with great assertiveness; Milio included 
over 1000 references in her Healthy Public Policy work. Hancock spoke with the authority of the 
Canadian Public Health Association and with superb rhetorical power” (De Leeuw & Clavier, 2011, 
p. ii240).
in his 1985 paper.23 Hancock referred to physicians Johann Peter Frank (1745-1821), 
Rudolf Virchow (1821-1902), and Benjamin Ward Richardson (1828-1896) as pioneers who 
acknowledged the importance of environmental and social factors to health. Hancock 
sees that the 1974 Lalonde report (“A new perspective on the health of Canadians”) as 
the first Western document that made a strong argument for public policymakers to look 
for health promotion measures beyond the health care system. Halfdan Mahler 
(1923-2016) was the Director-General of WHO from 1973 to 1988 and delivered the 
keynote address at the Second International Conference on Health Promotion held in 
1988 in Adelaide, South Australia. In his keynote, Mahler referred to the following 
definition of healthy public policy:
Healthy public policy is the policy challenge set by a new vision of public health. It 
refers to policy decisions in any sector or level of government that are 
characterized by an explicit concern for health and an accountability for health 
impact. It is expressed through horizontal strategies such as intersectoral 
cooperation and public participation. (Mahler, 1988a, p. 134)
 The Health for All movement and the WHO’s global strategy (WHO, 1981) were 
strong expressions of a more holistic understanding of health (Hancock, 1985, p. 10). 
Overall, WHO was an instrumental actor in making the term healthy public policy more 
widely known. The Ottawa Charter (WHO, 1986b) was developed for the First 
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 23 Hancock’s earliest documented formulation of the term and the concept of “healthy 
public policy” was in 1982, in an article for the Futurist, titled “Beyond health care. Creating a 
healthy future.” He recalls reading Nancy Milio’s work in the late 1970s and expresses that he was 
also much influenced by the work of Peter Draper (1933-2016), who led the Unit for the Study of 
Health Policy at Guy's Hospital on London. In addition to Milio’s contribution, Trevor Hancock 
credits Peter Draper for being “years ahead of the field in thinking about these issues” (Source: 
personal communication, September 27, 2016).
International Conference on Health Promotion in Ottawa on November 21, 1986.24 The 
Charter states that health consequences of decisions should be considered in all sectors 
and at all levels. It calls for decision makers to have a greater awareness and 
responsibility for health. In addition, the Ottawa Charter urges health promoters to 
identify the obstacles to implementing healthy public policies outside of the health sector 
and to find new ways to remove those obstacles (WHO, 1986b). The roots of the Ottawa 
Charter can be traced to the Lalonde report in Canada (1974), the Alma Ata Declaration 
(1978), and the “Health for All” philosophy of WHO that arose in the beginning of the 
1980s (Kickbusch, 2003).25 Over the past few decades, the Ottawa Charter has become 
one of the most influential documents in health promotion and still has the potential for 
action and relevance in today’s world (Hancock, 2011).
 Hancock has listed a set of basic principles that can be associated with successful 
action on healthy public policies (Hancock, 1990, p. 9). These principles include having a 
long-term view, secured political commitment, the existence of intersectoral processes 
and structures, community participation, and public support. In addition, Hancock states 
that multifaceted strategies are usually required and the initiators of action need to be 
credible and equipped with adequate resources. Confrontations that can easily lead to 
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 24 Under the section on Healthy Public Policy, the Ottawa Charter states: “Health 
promotion goes beyond health care. It puts health on the agenda of policymakers in all sectors 
and at all levels, directing them to be aware of the health consequences of their decisions and to 
accept their responsibilities for health. [...] Health promotion policy requires the identification of 
obstacles to the adoption of healthy public policies in non-health sectors, and ways of removing 
them. The aim must be to make the healthier choice the easier choice for policymakers as 
well” (WHO, 1986b).
 25 The first Director-General of Health Canada's Health Promotion Directorate, Dr. Ron 
Draper, was the key person in the process of organizing the First International Conference on 
Health Promotion that was held in Ottawa in 1986. His work has been acknowledged to be 
especially important to the development of health promotion globally (Catford, 1998). In support 
of Dr. Halfdan Mahler, who was the Director-General of WHO (1973-1988), Dr. Draper’s 
collaborated closely with Dr. Ilona Kickbusch to organize the Ottawa conference. Kickbusch was 
then leading the health promotion program at the WHO Regional Office for Europe. 
win-lose situations should be avoided, with the focus instead being on finding win-win 
solutions through coalition building (Hancock, 1990, p. 9). Along with Hancock’s notions, 
the move towards cooperation and less compartmentalized approaches has been seen to 
require public health actors who have adequate skills to carry out effective advocacy, 
mediating, and negotiating (Kickbusch, Draper, & O'Neill, 1990, p. 4). One of the leading 
figures in public health for seven decades, Dr. Lester Breslow (1915-2012), has expressed 
the view that the Ottawa Charter is the document that was able to best capture the 
essence of the third public health revolution by focusing on “capacity building for 
health” (instead of disease prevention) and seeing health as an everyday “resource for 
living” (Kickbusch, 2003, p. 384).
 On the other hand, healthy public policy, in the way it was endorsed by the 
Ottawa Charter, has not become an integral part of the public discourse in the WHO 
members states. Some authors have concluded that health promoters may have failed to 
understand the policy processes and conditions that must preside over the 
implementation of healthy public policy (Bernier & Clavier, 2011; De Leeuw & Clavier, 
2011). According to de Leeuw & Clavier (2011), there are a number of specific factors and 
conditions that can act as facilitators or barriers to the implementation of health-
promoting public policies, such as the level of political commitment, the role of different 
interest groups, and the political structures of a country. Many of these challenges are 
discussed in the following sections.
Barriers to implementation of policies for health equity
There are multiple barriers to the implementation of public policies that promote health. 
In the following section, I focus especially on the implementation of wider public policies 
with an aim to reduce health inequalities. Exworthy (2008) has categorized seven general 
challenges that demonstrate the difficulty of the task: (1) the root causes of health 
inequalities are multidimensional and there are many policy solutions that might be 
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effective but their influence is difficult to prove; (2) implementing effective policies 
requires a long time span but everyday electoral politics is overwhelmingly based on 
short time spans; (3) multisectoral action that includes multiple governmental sectors, 
non-governmental organizations, and the corporate sector is very challenging even when 
there is a will to develop it; (4) other policy goals and priorities (e.g. economic goals) are 
sometimes seen as more important than promoting public health; (5) the cause and effect 
relationships are complicated and often it is hard to predict the outcomes of actual 
political decisions, (6) there is lack of extensive and reliable long-term data about health 
inequalities and their development, and (7) globalization and decentralization have 
decreased the ability of individual nations to tackle complex and global policy problems.
 The above list highlights challenges such as the multidimensional nature of health 
inequalities, long time spans that are needed to implemented policies that would 
address health inequalities, other policy priorities than health, and the decreased ability 
of individual nations to tackle global policy problems. These challenges reflect the 
complexity of the problem and the struggles of finding effective solutions. In addition to 
Exworthy’s list, solving the health inequality puzzle is even more challenging when the 
influence of different ideologies and power relations is taken into consideration. Health 
and its distribution can be seen as deeply political issues because (1) different 
socioeconomic groups have more health than others due to avoidable reasons, (2) the 
presence or absence of health is dependent on political action or inaction, and (3) the 
right to health is not accepted as a basic human right (Bambra et al., 2005, p. 187).
 Some studies have indicated that public health professionals are not sufficiently 
aware of structural and political determinants of health (Collins, 2012). In addition to the 
lack of awareness, many public health workers hold the view that they do not have the 
authority, political mandate, or skills to address the upstream determinants of health; it is 
easier and more convenient to work with lifestyle interventions at the individual level. For 
instance, McIntyre et al. (2013, p. 1) studied the views of Canadian public professionals 
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on the social determinants of health and concluded that “two groups with different 
affiliations to formal public health could discuss the social determinants of health without 
acknowledging the inequitable distribution of power and resources that lies at its root.” 
Many similar studies have showed that public health professionals generally find it hard to 
move beyond a focus on individual actions to one of influencing upstream factors.
 The term “lifestyle drift” is used to describe the reoccurring challenge of 
maintaining focus on the upstream determinants of health. Carey et al. (2016) summarize 
that lifestyle drift has been used to refer to “(1) policy initiatives for tackling ‘inequalities 
in health that start off with a broad social determinants (upstream) approach but drift 
downstream to largely individual lifestyle factors’ and (2) the general trend of investing in 
individual behavioral interventions” (Carey et al., 2016, p. 1). Often policymakers feel that 
it is easier to focus on proximal health behaviours such as alcohol, smoking, diet, and 
exercise than to aim at influencing the fundamental drivers of these behaviours, i.e., “the 
causes of the causes” (Marmot & Allen, 2014). To overcome the lifestyle drift is by no 
means easy and would require that policymakers have and are able to sustain a clear 
vision of the importance of the social determinants of health in determining the health of 
the population. In addition, there are important barriers related to political and 
institutional mandates that are seen to limit the possibility to influence the broader public 
policies that lie mainly outside of the health sector itself. Intersectoral action for health 
tends to provide one possible solution to decrease the power of lifestyle drift. 
Sustainable changes cannot be achieved without altering policies and therefore the 
following section considers the role of public policy action in promoting health equity.
 In the research literature, a number of additional explanations have been 
identified to describe the limited take-up of health inequalities research in real life 
policymaking (Smith, 2013; Smith, Stewart, et al., 2015). Based on over 140 interviews 
with policymakers, Smith (2013) listed several factors explaining the lack of adoption of 
policy recommendations made by health inequality researchers: (1) a lack of political will 
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to implement upstream policies that have been recommended based on the available 
evidence, (2) policymakers do not believe they own a sufficient public mandate to 
implement these recommendations, (3) other policy issues have generally had a higher 
priority than reducing health inequalities, (4) the scope of available policy responses has 
been considered to be limited to the actions taken by departments of health, and (5) 
actors seeking to reduce health inequalities have been “out-lobbied” by other interests 
and actors, such as the alcohol, food, and beverage industry (Smith, 2013; Smith, 
Stewart, et al., 2015). 
 The above challenges reflect the complexity of the problem and difficulties with 
finding effective solutions. As indicated earlier, even the most well-developed and 
affluent welfare states have not been able to eradicate health inequalities both within and 
between their countries (Mackenbach et al., 2008). Raphael (2012b) states that health 
inequalities originate from the deepest structures of society and are related to the 
unequal distribution of economic, political, and social resources. In countries that have 
placed health inequality on the policy agenda, the predominant way to tackle the 
unequal distribution of health has been through incremental changes in public policy.26 
Graham (2004a, p. 116) asserts that “mainstream economic and social policies lie at the 
heart” when assessing national differences in social determinants of health. However, in 
many countries socioeconomic health inequalities are still not visible in mainstream policy 
discourse (Bryant, 2012; Bryant et al., 2012). At the global level, the influential final report 
of the WHO Commission on Social Determinants of Health (2008) called for global action 
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 26 Siu (2014) defines public policy as follows: “A public policy is an embodiment of both 
formal and informal actions (or inactions) carried out by the government on specific issues that 
have significant social, economic, political, and/or environmental impact on specific population 
groups or the public at large. It is usually carried out in the name of the public good and 
represents the government’s position. This position is often, but not necessarily, supported by 
human and financial resources, organizational structures and processes, ideological justifications, 
or legal, financial, and/or military sanctions.” (Siu, 2014, p. 3).
to tackle health inequities, however, steps towards the progressive realization of health 
equity have been halting (Marmot et al., 2012; WHO, 2008a). 
 Raphael (2009a) identifies two main approaches that can help to formulate health-
promoting public policies: (1) professionally-oriented rational or knowledge-based 
approaches and (2) social and political movement-based materialist or political economy-
oriented approaches. Raphael argues that, in a market-dominated political economy, 
adopting a social-movement-based approach might be essential to force jurisdictions to 
implement equity-oriented policies. Similarly, from a political economy perspective, 
Bryant (2010) considers how political, economic, and social forces shape the health of a 
population in various jurisdictions. In the Western context, liberal, conservative, and 
social democratic welfare states have different strategies for addressing social and health 
challenges (Esping-Andersen, 1990). Bryant (2010) argues that economic and social 
inequalities also lead to health inequalities. Therefore, in order to reduce health 
inequalities, the focus should be put on health-promoting public policies that reduce 
economic and social inequalities.
 Mackenbach (2012) introduced a hypothesis proposing that the failure of modern 
European welfare states to eliminate health inequalities can be explained “partly because 
of a failure to implement more radical redistribution measures, partly because of 
concurrent developments which have changed the composition of socioeconomic groups 
and made health inequalities more sensitive to immaterial factors” (Mackenbach, 2012, p. 
767). He asserts that a substantial reduction of health inequalities “can only be achieved 
with more radical redistribution measures, and/or a direct attack on the personal, 
psychosocial and cultural determinants of health inequalities” (Mackenbach, 2012, p. 
767). However, Mackenbach’s conclusion is that only small steps in the reduction of health 
inequalities are likely because there is insufficient political support for radical 
redistribution of (material) resources and also a lack of effective interventions on the non-
material determinants of health.
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 As one way forward, Baum (2007a) points out the importance of the “nutcracker” 
effect which means that both top down and bottom up action is needed in the promotion 
of health equity. Politicians and senior policymakers can carry out top down action while 
bottom up action refers to political pressure built through community and civil society 
action. In terms of specific actions, however, there is only very limited evidence available 
on the effects of specific interventions that aim to tackle health inequalities (Bambra et 
al., 2010).
 From a wider perspective, Blas et al. (2008) analyzed what role the state and civil 
society can have in promoting health equity. They summarized the evidence collected by 
nine knowledge networks which supported the WHO Commission’s work. The findings 
point out that individual states and their governments can promote health equity in at 
least three main ways (Blas et al., 2008, p. 1684). First, governments can provide and 
guarantee human rights and essential services. Second, they can facilitate policies that 
provide the basis for equitable health status among different social groups. Third, 
governments can collect and monitor data about the population by using various 
indicators such as mortality, morbidity, and the level of equitable distribution of health. 
These indicators are essential in order to have an accurate view at the level of health 
inequalities because without effective monitoring tools it is impossible to know whether 
any changes are taking place and to know what the effects are of these implemented 
policies.
 The 2008 report of the WHO Commission on the social determinants of health 
gave a number of recommendations to promote health equity at regional, national, and 
global levels (WHO, 2008a). On behalf of the commission, Marmot (2007) wrote just 
before the report was published, “the Commission for the first time brings together at a 
global scale actors, experiences, and evidence concerned with social determinants of 
health and health equity.” Later, in the 2012 evaluation of the results of the Commission’s 
work, Marmot et al. (2012) concluded that many minor developments have taken place 
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since 2008, yet equity in health and its determinants had barely risen on the global 
agenda, as they stated:
Health equity is hardly a consideration in trade talks; governments are too 
diverted by the global financial crisis and their domestic economic problems to 
give focus to health equity; and the default position of people in the health sector 
is to focus on health services and prevention of specific diseases. (Marmot et al., 
2012, p. 187)
	 The work to tackle health inequalities needs to continue throughout the world, 
but one might ask what is required for success? If we presume that the causes of health 
inequalities can be found in social conditions, and that everyone has the right to health, 
then it is easier to agree that equity in health should be promoted through improving 
living conditions and the prerequisites for health (i.e. social determinants). Marmot and 
Allen (2013) summarize that “concerted and coordinated action on the social 
determinants of health requires strong political leadership and ambition – locally, 
nationally and internationally.” Moreover, in addition to equity-oriented leadership, 
fulfilling these goals requires good governance as well as a strong institutional and public 
support (Ottersen et al., 2014). In this dissertation, I argue that it should be clearly 
acknowledged that the core justification for action derives from the human rights 
perspective to health. In the following section, the importance of health as a human right 
will be reviewed in greater detail.
2.3 Health, human rights, and the justification for action
The history of moral thought is long; however, the modern conception of human rights is 
relatively new. Ethical considerations of the nature of human rights have been an essential 
part of the Christian tradition as well as other religious and cultural traditions throughout 
history. In the eighteenth century, Anglo-Saxon writers outlined “natural rights” and 
French philosophers spoke of “rights of man” (Hunt, 2008, p. 113-145). The term “human 
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rights” was used sporadically but it was understood in a more limited perspective than 
today. During the eighteenth century, human rights were not seen as “universal rights” as 
they did not include the rights of women, slaves, and racial minorities. The predecessors 
of modern human rights declarations and conventions include documents such as the 
Magna Carta (1215), the English Bill of Rights (1689), the French Declaration on the 
Rights of Man and Citizen (1789), and the US Constitution and Bill of Rights (1791) 
(Flowers, 1998). 
 Public health and health promotion have an ethical and moral dimension that is 
related to the notion of health as a basic human right (CESCR, 2000; Riedel, 2009; UN 
General Assembly, 1948). Socioeconomic-related health inequalities can be considered 
avoidable and therefore unjust (WHO, 2008a). Braveman and Gruskin (2003) assert that 
human rights principles and health equity are closely related by their both having an 
ethical imperative to improve the health and well-being of a population. Health equity 
should be measured by comparing the differences between the most advantaged and 
disadvantaged social groups. This comparison should be made by looking at health 
status and the social determinants of health among people in different socioeconomic 
positions. Rioux (2010) states that the UN agreements highlight many essential 
prerequisites of health, such as income, housing, and health care. In this sense, the 
human rights framework can offer a valuable and complementary perspective in the work 
to improve a population’s health.
 There is a body of international human rights documents emanating from the 
United Nations and ratified by most United Nation member states (Dominguez-Redondo, 
2010). These declarations and conventions place the responsibility for ensuring human 
rights upon national states. In the United Nations context, the collection of the most 
significant human rights documents is known as the International Bill of Human Rights 
(IBHR). The IBHR comprises three key documents: the Universal Declaration of Human 
Rights (UDHR, 1948), the International Covenant on Economic, Social and Cultural Rights 
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(ICESCR, 1966),27 and the International Covenant on Civil and Political Rights (ICCPR, 
1966).28 The ICESCR and the ICCPR are two binding covenants while the UDHR is a non-
binding declaration. In addition, the UN Committee on Economic, Social and Cultural 
Rights (CESCR, 2000) has issued “General Comment No. 14: The Right to the Highest 
Attainable Standard of Health”, which is seen as one of the key international documents 
that specifies the position of the ICESCR on health and human rights.
 From a wider perspective, the provision of the right to health can be measured in 
terms of availability and accessibility of various social determinants of health (Raphael, 
2012b). Box 1 outlines how the Universal Declaration of Human Rights (UDHR) classifies 
different human rights into six categories (Nickel, 2014; UN General Assembly, 1948). 
This categorization clearly shows that the fulfillment of human rights is closely linked to a 
number of social determinants of health. For instance, protecting people against 
violence, following the principle of nondiscrimination, protecting people from poverty, or 
provision of education to all are the key social determinants of health. In Appendix A, I 
provide a more detailed review on how the right to health (which is highly relevant for 
academic researchers and health advocates (Fox & Meier, 2009; Rioux, 2010)) is defined 
in the key human rights documents released after the Second World War.29.
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 27 The ICESCR was adopted by United Nations GA resolution 220 A (XXI) on December 
16, 1966, and entered into force on January 3, 1976.
 28 The ICCPR was adopted by United Nations GA resolution 220 A (XXI) on December 16, 
1966, and entered into force on March 23, 1976.
 29 On the history of human rights before the UN documents, see Hunt, L. (2008). Inventing 
Human Rights: A History. New York: Norton.
Box 1. Classification of the rights outlined in the UDHR (Nickel, 2014).
Security rights – Protect people against crimes such as murder, massacre, torture, and 
rape.
Due process rights – Protect against abuses of the legal system such as imprisonment 
without trial, secret trials, and excessive punishments.
Liberty rights – Protect freedoms in areas such as belief, expression, association, 
assembly, and movement.
Political rights – Protect the liberty to participate in politics through actions such as 
communicating, assembling, protesting, voting, and serving in public office.
Equality rights – Guarantee equal citizenship, equality before the law, and 
nondiscrimination.
Social/welfare rights – Require provision of education to all children and protections 
against severe poverty and starvation.
Source: Nickel, J. (2014). Human rights. Stanford: Stanford Encyclopedia of Philosophy, 
Metaphysics Research Lab, Stanford University. Retrieved June 28, 2017, from http://
plato.stanford.edu/entries/rights-human/
 During the past two decades, the health and human rights movement has grown 
stronger in terms of research and advocacy (Mpinga et al., 2011). If we take the right to 
“the highest attainable standard of health” seriously, then nations should be committed 
to reducing the health gap between the least and the most disadvantaged 
socioeconomic groups within a society. To date, there are no official international 
agreements that focus explicitly on health equity. However, many of the current 
agreements can be used to advocate for stronger arguments in the promotion of health 
equity. 
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 For instance, Braveman (2010) discusses the connections between human rights 
and health equity. She clarifies how rights-based approaches to health and to health 
equity are perspectives that support each other. Braveman focuses her conceptual 
analysis on equity in social conditions and the right to a living standard that is adequate 
for health. Her analysis shows that the international declarations and covenants (namely 
the UDHR, ICESCR, and ICCPR) are supportive in terms of promoting health equity. 
Braveman’s (2010) main argument is that the human rights perspective and health equity 
go well together. For instance, the unified perspective gives a better opportunity to 
improve the measurement of the prerequisites of health and build consensus on shared 
values that promote health and defend human rights. Similarly, Rodriguez-Garcia and 
Akhter (2000) argue that public health professionals should take on two major challenges. 
First, human rights should be adopted as the core of public health practice, research, and 
policy; and second, the Universal Declaration of Human Rights and other human rights 
documents should be used as the guiding principles for the protection and promotion of 
the public’s health (Rodriguez-Garcia & Akhter, 2000, p. 694). 
 In 2001, Whitehead et al. (2001) called for a global response to the challenge of 
unavoidable and unacceptable health inequalities. They argued that macroeconomic and 
social policies do matter when tackling health inequalities; however, they suggested that 
not much action had been taken.30 In terms of taking action, it is important to consider 
different accountability mechanisms that help to monitor action, or in many cases, 
inaction. Yamin (2008) highlights three aspects of accountability that should be 
considered in terms of promoting, protecting, and fulfilling health as a human right: (1) 
What the state is doing; (2) how much effort the state is expending; and (3) how the state 
is going about the process (Yamin, 2008).
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 30 “In essence, our contention is that it is possible to challenge health inequities with 
purposeful public policy. Such a challenge is long overdue.” (Whitehead, et al., 2001, p. 209). 
 While I am of the belief that the human rights approach is a powerful means of 
providing justification for an intersectoral approach to promoting health equity, there is a 
critique of the approach that argues it individualizes the problem of rights by diverting 
attention from the state’s responsibility for their provision. One form of this 
individualization of collective problems can be associated with the use of the legal system 
to attain particular rights. For instance, Gloppen (2008) has suggested that in some cases 
it can be problematic to use litigation as a strategy to hold governments accountable for 
implementing the right to health. The argument is that there can be significant financial 
and social implications that have not been extensively studied. More specifically, 
Gloppen (2008, p. 21) has raised the question of who actually benefits from using 
litigation as a strategy by asking: “Is litigation primarily used by marginalized persons to 
gain fair access to medical services, or is it in seeking assistance pursue access to 
treatment that is not otherwise provided due to expense?”
 Raphael (2012b) concludes that there is a moral imperative to tackle health 
inequalities and this approach is justified by understanding health as a human right as the 
UN human rights documents assert. He concludes that health inequalities are largely 
caused by economic and political structures, and the ideologies behind these structures. 
Raphael argues that the most effective way to tackle health inequalities is through public 
policy that promotes equity. In a similar manner, Braveman (2014a) provides three 
responses to the question “why should we care about health inequalities?” First, there is 
a massive body of evidence showing that economic and social disadvantage are 
associated with lower health status that is manifested as increased morbidity and 
premature deaths. Second, both economic and social disadvantage can be relieved by 
public policies, such as labour laws, progressive taxation, and reducing discrimination in 
society. Third, ethics and human rights principles give us an obligation to ameliorate the 
situation, as “[h]uman rights agreements require that countries demonstrate ‘progressive 
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realization’; i.e., they are making gradual progress toward realizing the rights of their 
populations” (Braveman, 2014a, p. 7).
 In conclusion, promoting, protecting, and fulfilling the right to the highest 
attainable standard of health requires coordinated action by all relevant governmental 
sectors. However, the actual implementation of intersectoral action is a highly complex 
process that requires understanding a wide variety of factors that influence policy change. 
In this dissertation, my purpose to use the above approaches as contextual background 
for my empirical analysis, i.e. they set the scene in which calls for greater intersectoral 
action for health are presented. In the next section, I will review the essential roles of 
governance mechanisms, policy actors, interests, and ideas in the policymaking process.
2.4 Understanding policy change
Many public health researchers focus on providing evidence and information to decisions 
makers about impacts of policy decisions on health. Evidence is important and research 
findings can greatly extend people’s understanding on the complex relationships 
between health and public policy.31 Dunn (2012) points out that the call for evidence-
based policymaking in the UK, the US, and the European Union can be seen as a 
response to the challenge posed to governments that try to manage the increasing 
complexity of today’s problems. Moreover, Dunn sees that the concept of evidence-
based policymaking signals “a recognition that ideological, religious, and political 
influences – usually hidden and lacking in transparency – have exerted a harmful effect on 
policymaking in areas ranging from health, education, and welfare to national security 
and the environment” (Dunn, 2012, p. 41). On the other hand, he also acknowledges that 
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 31 Policy analysis can be divided into two different approaches: “analysis of 
policy” (descriptive) and “analysis for policy” (prescriptive). Analysis of policy is retrospective and 
explanatory and aims to increase understanding of policy content and development. Analysis for 
policy is prospective and aims at recognizing and defining suitable policy options for the future. 
(Buse et al., 2012, p. 18; Hill, 2013, p.5).
some see “the movement toward evidence-based policymaking as a continuation of an 
ostensibly harmful logical positivist (scientistic) approach to questions of public policy and 
democracy” (Dunn, 2012, p. 42). 
 Other authors have also concluded that it would be a mistake to assume that 
evidence in itself could provide the sole basis for policymaking (Clavier & de Leeuw, 
2013b; Smith, Stewart, et al., 2015). Political scientists generally acknowledge that 
evidence is just one factor that can influence policy decisions. Many institutional and 
contextual factors, including a mix of political and personal beliefs and ideas, are more 
important than evidence for shaping the policy landscape.32 Many health researchers 
acknowledge these complexities of policymaking. For instance, WHO has traditionally 
divided its work into technical and political spheres, recognizing that technical evidence 
by itself is never enough without the political will to use it.33
 Embrett & Randall (2014) have argued that policy analysis is rarely used in 
research into social determinants of health and health equity. They speculate that this 
absence comes about because of researchers’ general lack of appreciation of the political 
factors that act as barriers to policy adoption. In addition, they conclude that simply 
“raising public awareness to generate political will” is rarely a sufficient strategy to induce 
political change. Instead, they suggest “linking specific problems to policy solutions, 
improvement of political environments to encourage intersectoral cooperation and an 
increase in administrative capacity to implement change” (Embrett & Randall, 2014, p. 
153).
 Walt and Gilson (1994) claimed over two decades ago that health policy research 
has focused too much on the content of policy while actors, context, and processes have 
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 32 For instance, Kickbusch (2010b) suggests that the research community should use the 
term “evidence-informed policy” instead of the unrealistic term “evidence-based policy” (p. 263). 
 33 Naturally, this also applies the other way around, i.e. political will itself is never sufficient 
if there are no technical means for successful implementation (governance mechanisms, 
institutions, resources, organizational capacity, etc.).
been neglected. They argued that contextual and procedural factors are very important 
in health policymaking as policies are formulated through complex interactions between 
actors, content, context, and processes. For instance, the context of policymaking is 
influenced by many factors such as political ideology, culture, and governance structures 
(Walt, 1994; Walt et al., 2008).34 Others have highlighted in greater detail how public 
policy decisions come about through a complex interplay between policy actors, 
institutional structures, processes, and ideas (Howlett et al., 2009). Policy analysis can be 
either focused on understanding the formulation of certain policies or finding the best 
policy alternatives for the future.
 The extent of intersectoral action on health equity is determined through public 
policy decisions. First, we can ask: are equity goals supported by the surrounding culture 
and ideology? Second, who are the actors promoting health equity and what is their 
position in terms of power and influence within society? Third, are equity-promoting 
policy actors able to formulate concrete policy alternatives, and are they able to feed 
them to the actual policy processes within the government? For example, the 
implementation of equity promoting public policies is unlikely if the prevailing culture 
promotes individualistic solutions and values, policy actors who propose alternatives do 
not have power, and the government processes are not influenced by equity-related 
ideas. On the other hand, elected representatives and government officials are also 
influenced by political ideologies, cultural factors, voters’ decisions, and the advocacy of 
a multitude of interest groups.
 In the next section, I will focus on the above factors that can have a significant 
influence on how, why, and when different health-promoting or health-threatening 
policies are implemented. I will focus my attention on governance mechanisms, policy 
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 34 The framework is closely related to a political economy perspective because it also 
acknowledges the varying levels of power and influence among different actors that influence the 
policy formulation process.
actors, and interests as well as on ideas and ideologies. My purpose in presenting these 
perspectives is to outline the significant complexity of policy change. Moreover, the 
governance perspective is relevant to this dissertation as it provides new insights to 
understand the challenges and barriers to the implementation of intersectoral initiatives.
2.4.1 Governance
Governance refers to the processes and structures by which collective decision-making 
takes place. The term has many definitions that highlight different aspects of governing. 
Some of the definitions highlight the use of power in managing resources, and other 
definitions give prominence to the structural and institutional arrangements within which 
the power is exercised (McQueen, Wismar, Lin, & Jones, 2012, p. 9). The Institute of 
Governance summarizes these complexities by defining that “governance determines 
who has power, who makes decisions, how other players make their voice heard and how 
account is rendered” (IOG, 2014). In the field of global development, governance has 
been defined as “the formation and stewardship of the rules that regulate the public 
realm – the space where state as well as economic and societal actors interact to make 
decisions” (Hyden, Court, & Mease, 2003, p. 5). According to Greer et al. (2016, p. 4), 
governance is “the systematic, patterned way in which decisions are made and 
implemented.” In this wider sense, governance can be understood as structures, 
processes, and power relations of a governing body (i.e. the context), such as a nation-
state or organization.35 
 The five principles of good/fair governance have been formulated based on the 
work of the United Nations (UNDP, 2011; UNESCAP, 2006). According to these principles, 
good governance must acknowledge the importance of (1) legitimacy and participation; 
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 35 Kickbusch and Gleicher (2012) define “governance for health” as “the attempts of 
governments or other actors to steer communities, countries or groups of countries in the pursuit 
of health as integral to well-being through both whole-of-government and whole-of-society 
approaches.”
(2) strategic vision and a long-term perspective; (3) performance in terms of 
responsiveness and efficiency; (4) accountability and transparency; and (5) fairness and 
equity (see Graham, Amos, & Plumptre, 2003). Sometimes the term “fair governance” is 
used to highlight the democratic need to respect the rights and interests of involved 
parties.
 Stoker (1998) proposes that governance should be seen to refer to a set of 
institutions that are within but also beyond government. In other words, he points out 
that governance is a multifaceted concept and the contemporary meaning of governance 
is much more than “government action” through the formal institutions of the state 
(Stoker, 1998). According to the Stoker’s proposals, the concept of governance can be 
useful to identify the power relations but also the blurred boundaries and responsibilities 
between different institutions for addressing social and economic issues. As an analytical 
concept, governance can be useful in gaining new insights into how the government (or 
the state) can use new tools and techniques to steer and guide other institutions and 
actors towards its policy objectives.
Institutions as tools of governance
Governance can take place through formal or informal institutions. In a simple form, 
formal institutions refer to laws and formally agreed procedures and informal institutions 
refer to values, norms, and belief systems. In the institutionalist tradition, institutions are 
understood more broadly, not only as bureaucratic structures, but also as recurrent social 
practices and ideologies.36 Institutionalism can provide a helpful perspective to 
understand the contextual factors that influence the implementation of intersectoral 
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 36 In this context, a broad definition of institutions is adopted: “An institution is a relatively 
enduring collection of rules and organized practices, embedded in structures of meaning and 
resources that are relatively invariant in the face of turnover of individuals and relatively resilient to 
the idiosyncratic preferences and expectations of individuals and changing external 
circumstances" (March & Olsen, 2008, p. 3, as cited in Farard, 2012).
action for health. It can be assumed that in order for intersectoral action to take place, 
there needs to be a strong idea about the benefits of solving health challenges though 
intersectoral collaboration. In addition, it can be assumed that intersectoral structures 
need to be institutionalized to make the implementation of intersectoral initiatives more 
efficient and sustainable. Deep institutional silos in bureaucratic structures or in everyday 
social practices are likely to make intersectoral work difficult. In the following, I will briefly 
outline the key ideas of the institutionalist tradition.
 Since the 1980s, historical institutionalism and other institutional traditions have 
dominated the study of welfare state politics (Schmidt, 2008) and the approach has 
produced a strong body of research (Thelen & Steinmo, 1992). The merits of the 
institutionalist approach are in its ability to shed light on how policy development is 
closely linked to institutions that can constrain or significantly slow the policy change. The 
most well-known authors in the field of historical institutionalism include scholars such as 
Paul Pierson (2007), Theda Skocpol (Pierson & Skocpol, 2002), Peter Hall (1993), and 
Kathleen Thelen (Thelen & Steinmo, 1992). 
 With regard to historical institutionalism (HI), Pierson (2004, p. 1-2) argues that 
most contemporary social scientists typically carry out their studies by taking a 
“snapshot” view of political life but often ignore historical developments and temporal 
contexts. For instance, a political scientist could focus on the measurement of certain 
variables that are expected to predict various political outcomes. Pierson argues that the 
significance of these “variables” can be distorted when they are removed from their 
context and to overcome this problem requires a shift “from snapshots to moving 
pictures.” His solution to this methodological problem is to place politics in time, which 
he explains as “systematically situating particular moments (including the present) in a 
temporal sequence of events and processes stretching over extended periods” (Pierson, 
2004, p. 2). Historical institutionalism makes a strong argument to show that history 
matters, and as in other institutionalism traditions, the role of institutions is emphasized in 
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order to understand policy change and policymaking processes (Pierson & Skocpol, 
2002). Institutions, with their unique histories and backgrounds, constrain and shape the 
behaviour of political actors and interest groups (Béland, 2005). Policy processes both 
influence and are influenced by institutions. Historical institutional research looks at the 
sequences of policy change across time through analyzing institutions (Pierson & Skocpol, 
2002) and institutionalist scholars often use case studies as a base of their analysis (e.g. 
Pierson, 2007; Tuohy, 1999).
 The understanding of institutional dynamics can provide insights into why 
intersectoral action for health is difficult to implement and why planned changes in 
institutional arrangements are often difficult to attain. Especially the concept of “path 
dependence” is central to understanding how past institutional developments can shape 
current policy options. Another key concept is a “critical juncture”, which can be defined 
as a period of significant change that produces distinct and long-lasting legacies (see 
Collier & Collier, 1991, p. 27-39). For instance, a moment of a crisis can act as a critical 
juncture that allows policymakers to make decisions that have significant impact upon 
future developments. Critical junctures are always contextual and therefore have distinct 
characteristics depending on the surrounding political environments.37 
 Scholars such as Hall (1993) have also focused on the importance of ideas in 
institutional change (see Campbell, 2002). One example of institutionalist research that 
has an explicit focus on the interplay of ideas and institutions is Schmidt’s discursive 
institutionalism (DI). Schmidt (2008) provides a new institutionalist framework that pays 
attention to ideas and discourse in institutional change in contrast to three older 
institutionalist traditions.38 Schmidt understands ideas as “the substantive content of 
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 37 Critical junctures can understood as moments when a window of opportunity opens (see 
Kingdon, 1984; Leppo et al., 2013a)
 38 These traditions are rational choice institutionalism (RI), historical institutionalism (HI), 
and sociological institutionalism (SI).
discourse” (Schmidt, 2008, p. 303). In Schmidt’s categorization there are two types of 
ideas (cognitive and normative) which exist at three levels: policies, programs, and 
philosophies (also Mehta, 2011). Cognitive ideas describe the nature of what the world is, 
and what kinds of underlying causal laws exist, i.e. the question of “how change 
happens.” Normative ideas consider our values and attitudes, i.e. questions of “what is 
good or bad” and “what ought to be.” These normative beliefs can sometimes override 
the self-interests of policymakers (Campbell, 2002, p. 24-25). In discursive 
institutionalism, Schmidt (2008) identifies two forms of discourse: (1) the coordinative 
discourse between policy actors and (2) the communicative discourse between political 
actors and the public. The discursive interaction between policy actors is different 
compared to the interactions between politicians and the general public; for instance, 
many of the themes debated among policy actors never rise on the wider political 
agenda that is followed by the general public.
 In this dissertation, I take some key ideas from the institutionalist tradition 
including the importance of ideas, bureaucratic structures, and critical junctures. First, 
there needs to be a widely accepted idea that intersectoral action for health is a viable 
solution to tackle complex health challenges. Second, bureaucratic structures are needed 
to implement intersectoral action for health in a sustainable manner. Third, critical 
junctures are closely related to seizing the windows of opportunity that can provide a 
moment to gain strong political support for the implementation of intersectoral initiatives 
(see Leppo et al., 2013a).
 Institutions and governance structures form the context where different policy 
actors, in health as well as in other sectors, try to advance their interests. These structures 
can enable or prevent actions or make certain developments more likely. However, from a 
policy perspective, it is not enough to analyze structures; it is equally important to 
consider different policy actors and their power in pursuit of reforming policies and 
governing structures.
 62
2.4.2 Policy actors and interests
The field of public policymaking involves a wide array of actors with different interests, 
strategies, and levels of power. The diversity of these actors and their interests make the 
policy formulation process very complicated and sometimes unpredictable. On a general 
level, the state can be seen as a mediator of different interests through governmental 
decision-making.39 As one possible categorization, Box 2 represents a list of the most 
important actors and organized groups that have an interest in influencing the 
formulation of health policy.
Box 2. Interest groups in health policymaking
• Political parties 
• Elected representatives at local and national levels
• Government officials and civil servants
• Experts and scholars 
• Workers' organizations and unions
• Employers' organizations 
• Health care providers and clinics
• Public health and community organizations
• Private health care industry 
• Professions and their advocacy organizations (e.g. medical associations) 
• Pharmaceutical companies
• Instrument manufacturing industry
• Business and corporate sector (incl. alcohol and tobacco industries) 
• Other non-governmental and non-profit organizations
• International/supranational organizations (e.g. UN, WHO, WTO, World Bank)
• Citizens and social movements
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 39 From a legal perspective, the state has three functions: legislative, executive, and 
judicial (Deber, 2014, p. 3-5). First, the legislative aspect refers to the law-making process that is 
conducted by representatives chosen in elections to make decisions on their electorate's behalf. 
The electoral system can have a significant impact on how political dynamics play out with 
different political parties (e.g. the first-past-the-post system or proportional representation). 
Second, the state has the executive power to implement laws and use its power to direct 
resources accordingly. Third, the state and its judicial system interpret laws and set penalties for 
situations where the law is not obeyed.
 The power relations between these actors influence what kinds of policy initiatives 
are produced, supported, and implemented at different levels of governance. Similarly, 
intersectoral action for health cannot be implemented without having sufficient power to 
influence the governmental decision-making processes. There are a number of theories 
that explain the policy change process (Buse et al., 2012). In the following, I will consider 
four approaches to understanding the policy change process: pluralism, rational choice, 
and “the streams model.”
Pluralism
Pluralism was the dominant school of thought from the 1950s to the 1970s in political 
science. Classical pluralism suggested that all interest groups have an equal chance to 
influence public policy, i.e. the approach highlights the plurality of actors and interests 
that influence decision-making processes (Hill, 2013, p. 27-30). As a related concept, 
incrementalism refers to decision-making that takes place through small and politically 
feasible adjustments to the current system (Lindblom, 1959, 1979). The pluralist approach 
assumes that everyone has equal opportunities to raise proposals on the public policy 
agenda, and so it is likely that the most useful ideas are supported and implemented by 
governing authorities through incremental change (Hill, 2013, p. 25-37). 
 Later, the pluralist view was criticized for its naivety and ignorance of inequalities 
that prevent some interest groups from having their voices heard (Stone, 2011, p. 
232-234). The approach can be seen to be based on misguided assumptions such as (1) 
resources to gain influence would be widely spread throughout society, (2) these 
resources would be equally available to different actors, and (3) the amount of potential 
power would always exceed the governing power. Lindblom (1979) revised the pluralistic 
argument by recognizing the influence of strong business interests in policymaking. This 
type of neo-pluralism acknowledged the uneven distribution of power among interest 
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groups by arguing that there is “disproportionate political power and influence of 
business in politics” (Lindblom, 1979, p. 525). 
  Similarly, pluralism can be criticized based on its contextual limitations; for 
instance, in many nations decision-making is greatly influenced by a few selected interest 
groups representing workers and employers. For instance, in corporatism, the political 
parties can be assumed to have less influence and decisions are made though tripartite 
processes where the state acts as a mediator between the interests represented by trade 
unions and business associations (Hill, 2013, p. 54-57). Similarly, the elitist view of 
policymaking assumes that there is a small but influential political elite that possesses the 
top positions in business, government, civic organizations, and the media. According to 
the elite theory, this relatively small group of people often share the same values and 
hold the power to determine the basic directions of public policy (Dye, 2008, p. 21-23). 
Individuals can move from non-elite groups to elite positions but it is always a gradual 
process and usually requires conformity with the values of the governing elite. On a more 
general level, the incrementalist model of decision-making can be criticized for its lack of 
long-term planning and goals. Therefore, many incremental steps can lead to unwanted 
outcomes because there is no overall strategy or a strong sense of direction.
Rational choice
Rational choice theory can be contrasted almost as a mirror image of pluralism (Stone, 
2011, p. 234-236). Rational choice theorists presume that the main motivation of 
individuals is to maximize their self-interests and for this reason collective mobilization of 
interests is not a rule but an exception. From this view, humans in general do not prefer 
collective action that would allow others to be “free riders” who unfairly benefit from 
other people's efforts. Pierson (2004, p. 9) has commented that rational choice theory 
should not be necessarily rejected but the critics should point out the theory’s “restricted 
range of application” and therefore “its scope should be placed in proper perspective.” 
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As a later development, a theory of bounded rationality put its focus on the constraints of 
optimal decision-making, which are, most importantly: limited and unreliable information 
on which to base decisions, the limited cognitive capacity of the human mind, and the 
finite amount of time for decision-making (Jones, 2003). On the other hand, bounded 
rationality can be seen as an approach that ignores many of the political struggles and 
conflicting interests that play an essential role in policymaking.  
 Many political scientists have concluded that it is not sufficient to describe policy 
change as a rational process that takes place through gradual stages (Hill, 2013; Howlett 
et al., 2009; Sabatier, 1999). As outlined earlier in this section, governance structures, 
policy actors, and ideas have a significant influence on the formulation of the policy 
agenda. The complexities of these factors make the policymaking process non-linear and 
less logical than is sometimes assumed by health advocates (Clavier & de Leeuw, 2013b). 
The streams model: problems, policies, and politics
In contrast to seeing policy change based on gradual stages, alternative models such as 
“the streams model” hold promise in analyzing policy changes that are relevant to 
promoting health and its just distribution (de Leeuw & Breton, 2013; Exworthy, 2008).40 
The streams model proposes that a policy is formulated only when the three policy 
streams of problems, policies, and politics come together (Kingdon, 1984). In other 
words, the problem needs to be identified, there needs to be a policy-based solution to 
the problem, and governing authorities must have the political will to implement the 
proposed policy.
 Kingdon’s streams model is especially useful in order to understand the difficulties 
of implementing intersectoral action for health (Leppo et al., 2013a; Ollila, 2011). The first 
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 40 Mark Exworthy (2008) states: “A sensitive application of models such as ‘streams’ and 
‘networks’ offers significant insights into the nature of SDH policy [social determinants of health] 
and the opportunities/constraints facing policymakers.” 
stream (problems), can be understood as the acknowledgement of complex and multi-
sectoral health problems. The second stream (policies) considers the identification of a 
macro-level solution, which in this case is intersectoral policymaking. Unfortunately, many 
of the micro- and meso-level challenges and barriers to intersectoral action have received 
more limited attention. Therefore, the main purpose of this dissertation is to focus on the 
micro- and macro-level factors that influence the policymaking process. The third stream 
(politics) is also one of the key consideration of this dissertation as it is evident that 
intersectoral action for health cannot be implemented without high-level political support 
and leadership. A general hypothesis can be made that intersectoral policymaking for 
health has not gained mainstream status because there is a constant lack of political 
support that would prioritize health concerns within governmental decision-making. In 
politics, many competing interests generally have higher priority than the question of 
tackling the health problems of the population.
 However, only considering actors and their interests is not sufficient to understand 
policy development. Therefore, ideas and ideologies need to be considered as well 
because they ultimately shape the multiple interests that different actors hold.
2.4.3 Ideas and ideologies
The history and study of different political ideologies is long and winding. Ideologies 
such as liberalism, conservatism, socialism, and social democracy are consistent systems 
of ideas and ideals. These ideological views are normative and are committed to a set of 
values that suggest how our collective life should be organized and how we can get there 
most efficiently. Ideologies (as systems of values, attitudes and beliefs) can highlight the 
primacy of the individual or the primacy of the collective (Berman, 2006). 
 Individualistic and collectivistic approaches can lead to very different conclusions 
to questions such as how we should distribute limited resources among the population 
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and what the relationship is between individual agency and social structure. A political 
ideology based on the primacy of individual agency and freedom can be contrasted to 
an ideology that highlights the role of social structure and collective social arrangements. 
These political beliefs consist of causal and normative ideas about society and collective 
life (Campbell, 2002). Ideas shape our understanding of all collective problems and their 
root causes. For instance, if the existence of poor health is individualized and seen to be 
caused by individual behaviours, then it can be argued that the solutions need to be 
implemented at the same individual level. On the other hand, if poor health is seen as 
connected with social arrangements, then solutions need to be implemented at the 
structural and social levels.
 An ideational perspective recognizes the non-rationalist, nonlinear, and uncertain 
nature of policymaking. Ideas have been described as “causal beliefs held by individuals 
or adopted by institutions that influence their attitudes and actions” (Béland & Cox, 
2010a). To expand this general definition, Mehta (2011, p. 27) describes ideas as (1) 
problem definitions, (2) policy solutions, and (3) public philosophies or zeitgeist. Mehta 
draws on Kingdon’s (1984) classical work on “three policy streams” of problems, policies, 
and politics, all of which are needed to come together for an idea to rise on the political 
agenda and to become a policy. As stated earlier, we cannot form a policy to address a 
problem that does not have a workable solution; similarly, a policy that does not address 
any problem cannot gain political support (Kingdon, 1984). Ideas are important because 
they have a substantial power to shape what policy actors see as appropriate, legitimate, 
and proper solutions (Béland & Cox, 2010b, p. 3). In a similar manner, ideas have the 
power to define issues as problems, even if they would not have been considered as 
problems in the past. Moreover, ideas should be studied over time to understand how 
present-day ideas have been shaped by older ideas (Carstensen, 2010).
 Another key concept in ideational research is framing. Frames refer to the way in 
which policies are presented and described in order to “make them politically acceptable 
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and legitimate” (Campbell, 2002, p. 26-28). A frame consists of a set of ideas, i.e. it is a 
wider concept than an idea (Mehta, 2011). Frames can contain both cognitive and 
normative ideas that form a basis for policy action. Political elites can have an interest in 
strategically crafting new frames to gather more public support for their political goals. 
On the other hand, opposing political parties can try to reframe questions differently to 
canvass support for their aims. Policy goals can be framed from many different 
perspectives. Ideational researchers argue that the chosen frames have significant 
influence on how different policy goals resonate among the general public and 
policymakers (Fafard, 2012). 
 Furthermore, researchers argue that positive and negative framing can lead to 
radically different outcomes (Saari & Kananen, 2009). Usually, positive framing increases 
the likelihood that people will support a certain policy, while negative framing decreases 
the support (Kangas, Niemelä, & Varjonen, 2013). However, little is known about how 
ideas and policy frames can influence the support of equity-related policies. Campbell 
(2002) argues that researchers have not been very clear in their analyses of how ideas turn 
to policies and what the causal mechanisms are behind those processes. More empirical 
research is needed to increase our understanding of framing and its influence on policy 
development.
 Although ideational research has attracted increasing interest among social 
scientists, the study of ideas cannot, and should not, substitute for institutionalist and 
structural approaches. Along with the understanding of institutions, an ideational 
approach provides one piece of a larger puzzle as it can expand our understanding about 
how and why policy change occurs within institutions (Béland, 2009). In terms of 
intersectoral action, it is critical that policy advocates are able to present clear and 
uncomplicated arguments regarding what are the benefits of taking an intersectoral 
approach to health.
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 Related to the ideational perspective, Schrecker (2014) points out that framing 
and problem definition have a major influence on how we understand the causes and 
consequences of “the inequality machine” and whether we think that ongoing 
developments can be turned to a more equitable direction. As one example, Schrecker 
asserts that we are not defenseless against globalization. He sees that countries can still 
have a significant influence at the national level through their public policies such that it is 
misleading to claim that inequality would increase regardless of national policies. In 
addition, Schrecker (2014) argues that we should consider issues related to ideas and 
framing such as “how conceptions of competence in economic policy are shaped, and 
why the ‘pattern of discourse’ has become impoverished and inhospitable to 
redistributive policies” (Schrecker, 2014, p. 6). Ideas matter because they shape our 
perception of the world. Ideas embody causal beliefs and different ideas that will lead to 
the implementation of different problem solutions (Béland & Cox, 2010b). Ideational 
assumptions of causal relationships are not necessarily based on any empirical evidence. 
 Critical and engaged civil society actors and researchers can have a significant 
role in raising awareness of long-term consequences of political decisions, introducing 
new ideas, and reframing debates. Professional lobbyists and think tanks across the 
political spectrum produce materials to influence decision makers. These interest groups 
can influence the policymaking process by formal statements, position papers, media 
releases, advocacy campaigns, and lobbying through personal and private channels. The 
actions of different interest groups can be better understood if one is able to recognize 
the specific values and goals that drive a certain interest group. Governmental and non-
governmental actors can influence public policy decisions by contributing to policy 
processes. In addition, to promote certain policies, it is crucial to understand what are the 
factors that influence policy formulation processes before an actual decision is made or 
action is taken.
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 Acknowledging power relations and hierarchies is essential to understanding the 
policy process. Decisions are very rarely based only on rational consideration that does 
not embody a struggle between competing actors and interests (Buse et al., 2012, p. 
20-22). It is important to understand how policy processes evolve and what the struggles 
are behind public policymaking. Exworthy (2008) has argued that there has been a 
limited number of studies that focus on public health by analyzing policy processes. He 
sees that this gap in research originates in the epidemiological focus of public health and 
its lack of interaction with political science. Walt (1994) suggests analyzing policy as an 
interaction between policy context (e.g. social and economic conditions), content of 
policy (e.g. a concrete policy proposal), and power (e.g. relations between different 
stakeholders).
 In terms of intersectoral action for health, one should ask how equity-related 
policy goals are acknowledged in different institutional contexts, and who supports or 
opposes them. For instance, researchers can consider how intersectoral action for health 
could be institutionalized in organizational processes and which groups of actors might 
oppose such attempts. Identifying the actual barriers can make it easier to overcome 
them.
 Provided that health researchers and advocates truly want to promote health 
equity successfully, they are compelled to evaluate how issues can be raised on the 
political agenda and how the policy processes can be influenced more effectively. In 
terms of implementing intersectoral action for health, an absolute first step is that a 
number of sectoral policy actors should agree that “the idea of intersectorality” provides 
a solid foundation to promote health in the first place. In this dissertation, I will use the 
above theoretical concepts as background to my empirical analysis. The existing 
discussion outlined in this section indicates that policymaking processes are complex and 
this should be clearly acknowledged by everyone who aims to promote intersectoral 
initiatives. To provide a more in-depth background for my empirical analysis, the 
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following section reviews the historical developments of intersectoral approaches to 
health.
2.5 Intersectoral action through the decades
As an early milestone, which also influenced WHO’s work, the Lalonde report “New 
Perspective on the Health of Canadians” (1974) has been credited with being the first 
government report that identified the health care system as only a rather minor force 
driving population health (Graham, 2004a). In 1977, the WHO’s World Health Assembly 
(WHA) presented a resolution stating that all people of the world should “attain a level of 
health that will permit them to lead a socially and economically productive life by the 
year 2000” (Mahler, 1988b, p.72). The target was derived from the WHO’s Constitution 
that had an objective of "the attainment by all peoples of the highest possible level of 
health." This was seen to mean that people should have a level of health which makes 
them capable to work productively and participate actively in their surrounding social 
community. A year later, the 1978 WHO declaration of Alma-Ata was published as one of 
the first truly international recognitions that highlight the importance of intersectoral 
action for health.41 The Alma-Ata conference was co-organized by WHO and the United 
Nations Children's Fund (UNICEF) and the declaration was endorsed on September 12, 
1978. The attendees included delegates from 134 governments and representatives of 
67 NGOs and UN agencies (Mahler, 1988b, p. 72). As a seminal document, the 
conference declaration highlighted the role of primary health care in attaining “Health for 
All by the year 2000” and it has inspired many subsequent declarations. Baum (2007b) 
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 41 The first section of the declaration of International Conference on Primary Health Care, 
Alma-Ata, USSR, 6-12 September 1978 states: “The Conference strongly reaffirms that health, 
which is a state of complete physical, mental and social wellbeing, and not merely the absence of 
disease or infirmity, is a fundamental human right and that the attainment of the highest possible 
level of health is a most important world-wide social goal whose realization requires the action of 
many other social and economic sectors in addition to the health sector.” (WHO, 1978)
concludes that the Alma-Ata declaration is “a quite remarkable document and has made 
an impact that few other before or since have had” (Baum, 2007b, p. 34). According to 
Lee (2008, p. 75), the conference “called for a revolution in thinking about health 
development, rejecting top-down, high-tech and vertical (disease-focused) approaches in 
favour of accessible, integrated, care that recognized the key role of local communities, 
affordable and appropriate technologies, and the need to address the underlying 
political, social and economic causes of poor health” (Lee, 2008, p. 75).
 Despite the fact that almost four decades have passed from the Alma-Ata 
conference, many health researchers argue that legitimacy to engage other sectors in 
health promotion is still in its infancy and needs to be built (e.g. Clavier & de Leeuw, 
2013a). In the following, I contextualize the key intersectoral approaches since the end of 
1970s by reviewing their core ideas and intellectual roots.
2.5.1 Intersectoral action for health
Starting from the late-1970s, the idea of intersectoral cooperation has had a significant 
role in the development of the WHO’s Health-for-All philosophy (WHO, 1986c), and the 
approach has been the starting point for numerous other health programs and projects 
across the world both at national and local levels (PHAC & WHO, 2008). The WHO’s 
global strategy for Health for All (HFA) was adopted by the World Health Assembly in 
1981 as the “Global Strategy for Health for All by the year 2000” (WHO, 1981).42 
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 42 In addition to WHO’s Health for All strategy and health promotion declarations, 
intersectoral action for health is visible in a number of other high-level WHO documents. For 
instance, the 2011 UN Resolution on the Prevention and Control of Non-Communicable Diseases 
(NCDs) calls on countries to “recognize that the rising prevalence, morbidity and mortality of non-
communicable diseases worldwide can be largely prevented and controlled through collective and 
multisectoral action by all Member States and other relevant stakeholders at local, national, 
regional, and global levels, and by raising the priority accorded to non-communicable diseases in 
development cooperation by enhancing such cooperation in this regard” (UN General Assembly, 
2011).
 Mahler (1988b) has summarized the goals of HFA by stating that the strategy set 
health as a fundamental human right and a worldwide social goal. It urged states to make 
a political commitment to improve the health of their population by coordinated efforts 
that involve multiple spheres of government, such as social and economic sectors. The 
goal was to improve the overall level of health and target a more equitable distribution of 
health resources both within and among countries. Community involvement was seen as 
an important part of the work by making citizens active actors in shaping their own health 
and socioeconomic future. At the international level, the Health for All strategy called for 
technical and economic cooperation among countries to promote health. In 1984, 
member states of the WHO European region adopted 38 Health for All targets that have 
later been considered as “the most important avenue for the spread and recognition of a 
broad understanding of health promotion” within the context of WHO (Kickbusch, 2003, 
p. 384).
 In 1986, as part of the implementation of HFA, a report “Intersectoral action for 
health: The role of intersectoral cooperation in national strategies for Health-for-
All” (WHO, 1986a) was published. The report put a strong emphasis on equity 
considerations in national health policies and focused on various actions outside of the 
health sector that may have significant health impacts. The report used “intersectoral 
action” as an umbrella concept to refer to all the actions that go beyond the health 
sector’s direct mandate but did not suggest one clear definition for the concept.
 As an update to Health for All strategy, the HEALTH21 policy was adopted at the 
Fifty-first World Health Assembly in May 1998 (WHO, 1998a). The document “HEALTH21: 
The health for all policy framework for the WHO European Region” endorses a 
multisectoral strategy for sustainable health through shaping physical, economic, social 
and cultural environments. The strategy concludes that: “Vital gains, both in health and in 
economic advancement, can be made through well designed policies for education, 
employment, industrial structure, taxation and social policy” (WHO, 1998a, p. 20). In 
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addition, the HEALTH21 strategy highlights the need to address health problems in 
people’s everyday living environments, i.e. “systematically on the places where people 
live, work and play” (WHO, 1998a, p. 22). For WHO, a “settings approach” to health 
action has meant activities such as WHO networks for healthy cities, health-promoting 
schools, health-promoting workplaces, health in prisons, healthy universities, and health-
promoting hospitals.43 In addition to bringing health into everyday contexts, another key 
idea behind these initiatives has been to increase the commitment to health as a systems 
goal instead of focusing only on the role of the health sector (Kickbusch, 2003). In other 
words, the settings approach to health has always entailed an intersectoral element at its 
core.44
 The third update of the Health for All policy framework for the WHO European 
Region was adopted in September 2005 (WHO, 2005b). The update was based on broad 
consultations with country representatives and relevant expert agencies. The new 
perspective in the update was a “values-based governance” rooted in the three key 
values of equity, solidarity and participation. The 2005 HFA update document also 
provided a checklist for policymakers and a toolbox for practical ways to implement HFA 
values (WHO, 2005b, p. 53-80). The WHO member states were urged to build their own 
national implementation strategies for the HFA framework that would reflect its core 
values towards greater health equity. In conclusions, these historical developments 
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 43 Kickbusch has stated that: “In all of these [settings-based] projects, the key intention has 
been to gain a ‘political’ commitment to improving the health of the entire organization (a systems 
approach) and developing strategies that allow all parts of the organization to work together to 
improve the health of the setting” (Kickbusch, 2003).
 44 The WHO’s current website describes the settings approach in the following way: 
“Healthy Settings, the settings-based approaches to health promotion, involve a holistic and 
multi-disciplinary method which integrates action across risk factors. The goal is to maximize 
disease prevention via a ‘whole system’ approach. The settings approach has roots in the WHO 
Health for All strategy and, more specifically, the Ottawa Charter for Health Promotion. Healthy 
Settings key principles include community participation, partnership, empowerment and 
equity” (WHO, 2017b).
indicate that intersectoral action for health has been one of the key elements of WHO’s 
work on Health for All strategies already for several decades.
Definitions of intersectoral action for health
In the literature, intersectoral action has been defined in multiple ways with clear 
similarities and some differences. Dubois et al. (2015) conducted a scoping review of 
definitions and frameworks of intersectoral action that indicated there is a lack of 
consensus on the definition. In the literature, definitions such as “intersectoral action for 
health” and “intersectoral collaboration for health” are often used interchangeably. 
Generally, the definitions of intersectoral action were found to refer to “a process, a 
practice, a collaboration, a coordination, and an interaction” [emphasis added] (Dubois et 
al., 2015, p. 2937).45 46 One especially influential definition of intersectoral action can be 
traced to the report “Working together: intersectoral action for health” (Harris et al., 
1995) published by the Australian Government in 1995, which defined effective 
intersectoral action as:
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 45 Collaboration can be defined as “a process through which parties who see different 
aspects of a problem can constructively explore their differences and search for solutions which go 
beyond their own limited vision of what is possible.” (Harris et al., 1995, p. 23).
 46 Begun & Malcolm (2014, p. 134) have presented the following continuum to outline 
different levels of collaboration, from the least involved (communicating) to most involved 
(collaboration):
1. Communicating: willing to share information, likely because of share interests in the external 
environment and desire to be “good neighbors.”
2. Consulting: asking for opinions, advice that may or may not be followed.
3. Cooperating: starting to take joint actions, like lobbying together.
4. Coordinating: starting to plan and make decisions influenced by each other, like agreeing to 
increase referrals among programs.
5. Collaborating: decisions made by the group; shared ownership and responsibility; mutual risks 
and rewards.
A recognised relationship between part or parts of the health sector and part or 
parts of another sector, that has been formed to take action on an issue or to 
achieve health outcomes, (or intermediate health outcomes) in a way that is more 
effective, efficient or sustainable than could be achieved by the health sector 
working alone. (Harris et al., 1995, p. 2)
 Dubois et al. (2015) refer to the above as the 1995 Harris definition, which later 
informed the 1997 WHO definition presented in an international meeting in Halifax 
(WHO, 1997a).47 The Public Health Agency of Canada (PHAC) and WHO published a 
joint-report in 2008 in which the definition of intersectoral action for health was extended 
to health-promoting actions also taken by sectors other than health. The report also 
states that intersectoral action can be vertical by linking sectors at different levels, such as 
local, regional, and national governments (PHAC & WHO, 2008). Generally, intersectoral 
action is typified by collaboration between multiple stakeholders from different policy 
sectors, coordination of actions, and joint efforts aimed at policy development and 
implementation. The collaboration can take place within the public sector only or among 
the public sector, civil society and the private sector. Intersectoral action has been 
understood as an organized and strategic process that requires the ability to negotiate 
and manage conflicts (Dubois et al., 2015, p. 2936). Based on several earlier definitions, 
Dubois et al. (2015) propose an integrative conceptual definition for “intersectoral 
action”:
Working with more than one sector of society to take action on an area of shared 
interest to achieve better results than those obtained working in isolation. Sectors 
may include government departments such as health, education, environment, 
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! 47 The following WHO definition of intersectoral action for health was presented in the 
report of an international conference held on April, 20-23, 1997 in Halifax, Nova Scotia, Canada: 
“A recognised relationship between part or parts of the health sector with part or parts of another 
sector which has been formed to take action on an issue to achieve health outcomes, (or 
intermediate health outcomes) in a way that is more effective, efficient or sustainable than could 
be achieved by the health sector acting alone.” (WHO, 1997a, p. 3)
justice, etc.; ordinary citizens; non-profit societies or organizations; and business. 
(Dubois et al., 2015, p. 2939).48
 In the process of implementation intersectoral initiatives (or interventions), the role 
of the health sector can vary in terms of its leadership. As presented in Table 2, WHO has 
categorized this involvement into three different types by referring to interventions (1) led 
by the health sector only; (2) led by the health sector but in cross-sectoral collaboration 
with others; and (3) led by the non-health sectors (WHO, 2013a, p. 9). For example, 
intersectoral action for health can be naturally led by non-health sectors in many areas 
such as education, social protection, transportation, and urban development as they fall 
beyond the health sector’s direct mandate. However, the health sector can have a major 
role in motivating non-health sectors to take action and to evaluate the possible health 
impacts of different policies.
Table 2. Three types of intersectoral interventions (WHO, 2013a, p. 9)
Type 1: Health sector led Interventions that involve different sectors 
but fall within the explicit domain of 
health sector work, and where health 
policy practitioners generally lead the 
decision-making process; examples of this 
kind of intervention include nutritional 
supplementation programmes. 
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 48 In public administration, “cross-sector collaboration” has been defined in a similar way 
as “the linking or sharing of information, resources, activities, and capabilities by organizations in 
two or more sectors to achieve jointly an outcome that could not be achieved by organizations in 
one sector separately.” (Bryson et al., 2006, p. 44)
Table 2. Three types of intersectoral interventions (WHO, 2013a, p. 9)
Type 2: Cross-sectoral with health Interventions with potential health impacts 
that do not fall under the health sector 
space but where intersectoral 
collaboration is most often present, and 
where health policy practitioners would 
thus need to identify and make the case 
for specific interventions at the expense of 
others; for instance, a comprehensive 
early child development intervention. 
Type 3: Other sectors lead Measures that can have an effect on 
health but where the health sector and 
potential health outcomes are not 
considered in general, and therefore 
where health sector policymakers would 
be more in need of theoretical and 
evidence-based support as outcomes 
relate to other sectors, as well as health, in 
order to enter a potential dialogue with 
the leading sectors; for instance, measures 
to expand education at different levels or 
parental benefits.
Prerequisites for effective intersectoral action for health
The engagement of multiple sectors toward shared health goals has been seen to have 
many merits compared to one sector working alone (PHAC, 2007; PHAC & WHO, 2008). 
Harris et al. (1995, p. 14) have summarized some of the advantages for taking an 
intersectoral approach to health, such as better use of resources, reduced duplication of 
services, better ability to address the issues outside of the health sector, finding more 
effective solutions to complex problems, a possibility to implement new ways to address 
health inequalities, and the development of sustainable solutions. In other words, 
intersectoral action can effectively address the social determinants of health and multiply 
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the impact of interventions. They conclude that “working with other sectors is effective, 
efficient, sustainable, and able to address equity issues” (Harris et al., 1995, p. 30). 
However, many conditions should be met before intersectoral action for health can fit into 
the above description of its effectiveness. This section reviews the barriers and facilitators 
to intersectoral action for health in the light of existing research literature.
 There are numerous proposals for intersectoral action and cooperation (Freiler et 
al., 2013; McQueen, Wismar, Lin, Jones, et al., 2012; Ndumbe-Eyoh & Moffatt, 2013; 
PHAC & WHO, 2008; St. Pierre & Gauvin, 2010; Whitehead, Povall, & Loring, 2014; 
WHO, 1997a). Mostly these proposals refer to intersectoral action that is led by the 
health sector (i.e. type 1 in Table 2) and include making intersectoral structures a part of 
an institutional mandate and creating win-win situations through various incentives that 
would increase the motivation to cooperate across the sectors (PHAC, 2009). These 
incentives and co-benefits can be financial, social, and cultural. Similarly, there can be 
disincentives to unisectoral action. Supportive structural arrangements and a cooperative 
culture are more likely to encourage intersectoral action than internally competing 
departments. Also a clear accountability framework should be enforced when the 
intersectoral structures are created.
Facilitators of intersectoral action for health
In what follows, I will review grey and empirical literature on the various factors that are 
likely to influence the implementation of intersectoral action for health. My aim is to give 
a general overview on what is currently known about the barriers and facilitators of 
intersectoral policymaking.
 In government structures, intersectoral action for health requires cooperation 
between actors and agreeing on shared goals (de Leeuw & Peters, 2014). Intersectoral 
action itself is rarely anyone’s direct responsibility, and often there are no resources 
channeled to cooperation across the sectors. Lack of coordination and short-term 
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decision-making have been identified as key factors that increase the difficulty of 
establishing intersectoral governance. Greer and Lillvis (2014) suggest that the challenges 
of coordination and durability can be addressed with three different strategies: (1) 
Political leadership, (2) bureaucratic change, and (3) indirect strategies, such as awareness 
raising, interest group empowerment, and citizen involvement. Establishing durable 
intersectoral structures with clear roles and responsibilities requires a strong political and 
institutional commitment. Moreover, it is important to consider which actors and groups 
are likely to either endorse or oppose the deepening intersectoral collaboration and why 
that might be the case (i.e., departments are worried that cooperation can decrease their 
resources and/or increase their workload). Some of the suggested solutions include 
having a strong and determined leadership (i.e. political will) and providing meaningful 
incentives for collaborative actions. Adequate resources, skills, and knowledge are 
important requirements, but need to be complemented with leadership and strategic 
thinking that support intersectoral work. However, ideal conditions for intersectoral action 
rarely apply in real-life policy formulation (Kickbusch, 2010a). More realistically it can be 
expected that some conditions apply and some do not. The complexities of the policy 
environment and conflicting interests often make outcomes unpredictable and not a 
result of careful planning. Moreover, it is important to acknowledge that many interest 
groups do not necessarily have any explicit goals directly related to health, but they may 
have strong interests that contradict health-related goals. For instance, economic growth 
or corporate profits can be said to have a greater importance than health-related 
concerns.
 Furthermore, effective intersectoral action requires a strong mandate, 
commitment, and skills. At a general level, Harris et al. (1995, p. 18) identify two main 
difficulties as to why sectoral organizations might be reluctant to engage in collaboration 
with other sectors. The first reason is the unavoidable fact that they might lose some 
freedom and autonomy. The second reason is related to the requirement to engage and 
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put resources into activities that are not seen as their “core activity.” Returns of possible 
investments (e.g. time, funding, knowledge) from intersectoral collaboration can in many 
cases be unclear and difficult to measure.
Intersectoral coalitions and partnerships
Coalition formation is a key strategy for promoting intersectoral action (Harris et al., 1995, 
p. 15-16). This requires that the partners have identified a need for collaboration as well 
as having clarity on individual and joint goals (Harris et al., 1995; PHAC, 2007). According 
to von Schirnding (1997; 2015), key ingredients for successful partnerships include 
valuing the contributions of all partners, protecting the core interests of individual 
organizations, having a clear mandate, and the existence of a clearly defined decision-
making process. Similarly, having true opportunities and capacities for action 
accompanied with sufficient resources, skills, knowledge, and legitimacy are some 
preconditions for effective implementation (von Schirnding, 1997; von Schirnding, 
2015).49 The collaborative relationship should be clearly defined and be based on mutual 
trust and respect (PHAC, 2007). Monitoring mechanisms and plans to sustain outcomes 
are important in order to have a long-term impact (Harris et al., 1995).
 Other authors have highlighted the importance of building trust and creating 
sustainable power-sharing mechanisms from the early stage of the collaboration (Jones & 
Barry, 2016, p. 7). Trust can be built by taking sufficient time to agree on the shared 
goals, which also means letting collaborators have real influence on the decision-making 
process, and not letting participants undermine joint-commitments at a later stage. 
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 49 Also Harris et al. (1995, p. 17) list factors that are likely to promote successful 
intersectoral partnerships: “Openness and honesty, mutual respect, flexible dynamic relationships, 
secure funding, adequate resources, flexible funding, providing adequate training, having a 
program champion (someone who does not have immediate involvement with the program and 
who is an advocate for the program at high levels in the organisation), patience and 
encouragement, as well as creating an organisational climate where risk-taking and innovation are 
encouraged and failure is not punished.”
According to Jones & Barry (2016, p. 7), shared power means “sharing the credit for 
partnership activities, keeping promises, being consistent and contributing expertise 
freely when that expertise would benefit the partnership.” They see intersectoral trust-
building and power-sharing as skills that can be taught. However, the above naturally 
requires that different partners, or collaborating sectors, are truly willing to share power 
to achieve objectives that go beyond their own sectoral mandate. Some health 
promoters might be naive in terms of seeing this willingness to share power as natural or 
a default mode of action. A more realistic approach is probably to acknowledge the 
political and institutional barriers and be serious in finding efficient ways to negotiate the 
way forward towards joint-agreements and action.
 Mahmood et al. (2015) have developed a checklist for effective intersectoral 
partnerships. Their checklist can be used at the various stages of the partnership process 
to assess its strengths and weaknesses. The nine domains of the checklist are (1) the 
perceived need for partnership; (2) the mission and purpose of the collaboration; (3) the 
context, including economic, political, social, and cultural factors that influence 
partnership functioning; (4), the partners’ profile, including overall skills and expertise as 
well as partners’ willingness to share resources; (5) resources such as time, skills, 
expertise, reputation, personal networks and connections; (6) leadership in terms of 
individuals and teams to provide strategic direction towards the partnerships’ mission; (7) 
roles and structures related to the formalization of the partnership; (8) internal and 
external communication; and (9) functioning in terms of tasks and activities to fulfill the 
mission of the partnership. The above list gives a comprehensive view of the 
prerequisites of building and maintaining effective intersectoral collaboration between 
different actors. In terms of empirical validation of the checklist, a very similar list was 
formulated in a narrative synthesis of 26 studies that focused on factors influencing 
partnership functioning (Corbin, Jones, & Barry, 2016). The understanding of the above 
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factors can increase the understanding of facilitators and barriers to intersectoral action 
for health.
Empirical studies on intersectoral initiatives
Empirical studies can provide insights into what is needed for the successful 
implementation of intersectoral action for health. Furthermore, these studies are used to 
contextualize the results of this dissertation. Generally, it should be noted that empirical 
evidence on the effectiveness of intersectoral initiatives is still very limited. One of the 
obvious challenge is related to the difficulty of evaluating complex and multi-level 
interventions that involve many stakeholders and measuring health outcomes that can be 
expected to be visible after an extended period of time (Bauman, King, & Nutbeam, 
2014). To date, reviews and empirical evaluations have clearly showed that there is a 
need for more systematic and rigorous evaluations of intersectoral initiatives (Berkeley & 
Springett, 2006; Carey & Crammond, 2015; Chircop, Bassett, & Taylor, 2015; Lawless et 
al., 2012; Ndumbe-Eyoh & Moffatt, 2013; Shankardass et al., 2012).
 Berkeley and Springett (2006) examined real life obstacles to intersectoral action 
for health, especially in the context of Health for All initiatives. In their study, the main 
categorization was made between cultural barriers and political barriers. Cultural barriers 
included differences in multiple spheres, including varying conceptions and 
understandings of health (broad/narrow; societal/biomedical), differing organizational 
cultures and practices, and differing professional cultures on an interpersonal level, 
including differences in professional identity, status, accountability, and discretion.50 
Political barriers were generally related to the fact that many intersectoral initiatives were 
driven by political and other imperatives rather than their possible health gains. For 
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50 According to the Oxford English Dictionary “discretion” refers to “the quality of behaving or 
speaking in such a way as to avoid causing offence or revealing confidential information.” 
(Source: https://en.oxforddictionaries.com/definition/discretion)
instance, often politicians and other decision-makers were seen to have a health care 
financing agenda rather than a health agenda. In this case, the driving force can be the 
goal of cutting health care expenditure rather than investing in the future. Furthermore, 
political barriers included short-term election cycles in which politicians wanted to prove 
that they have “delivered” and left their own mark in a short period of time, whereas 
effective intersectoral initiatives would require sustainability and commitment that goes 
beyond election cycles (Berkeley & Springett, 2006). 
 Lawless et al. (2012) reviewed the outcomes of the implementation of the HiAP 
approach in South Australia. The implementation was carried out by utilizing “health lens 
analysis” (HLA) that was described as a process of intersectoral partnerships involving a 
systematic examination of connections between policies, strategies, and health combined 
with an aim to deliver evidence-based recommendations for health-promoting policies. 
The authors outlined three independent projects that utilized the HLA: water 
sustainability, regional migrant settlement, and digital technology. The foundation of the 
approach lies in the notion of mutual benefit, which is described as placing equal 
emphasis “on achieving the objectives of other sectors as well as improving 
health” (Lawless et al., 2012, p. S16). Their general finding was that the HLA increased 
policymakers’ understanding of the health impacts of their work, produced changes in 
policy direction, increased policy-relevant research; and strengthened partnerships 
between health and other sectors. Based on these experiences, they conclude that the 
HLA is a promising tool to facilitate change from policy rhetoric to policy action.
 Carey et al. (2014) use the term “supportive architecture” to describe the 
preconditions for effective intersectoral action for health.51 Based on a review of 17 
studies, they differentiate between “hard” and “soft” elements of a supportive 
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 51 To refer to the umbrella concept of this dissertation (i.e. intersectoral action for health), 
Carey et al. (2014) use the terms “joined up government”, “Whole-of-Government”, and “Health 
in All Policies.”
architecture, where hard elements are related to structural arrangements and soft 
elements describe the process of creating cultural and institutional changes for effective 
collaboration across the sectors (Carey & Crammond, 2015; Carey et al., 2014). In their 
conceptualization, hard elements include having a mandate for change, decentralized 
control, accountability mechanisms, incentives, and dedicated resources that can be used 
in a flexible way. Soft elements include deliberate and strategic focus on collaboration, 
training and skill development, a clear call to action, and information sharing between 
sectoral partners. Furthermore, they highlight that the effectiveness of specific 
interventions is always contextual and therefore multiple instruments are needed in order 
for intersectoral collaboration to be effective (Carey & Crammond, 2015; Carey et al., 
2014).
 Shankardass et al. (2012) carried out a scoping review on case studies of 
intersectoral action for health equity. With a focus on cases that featured a central role for 
governments, they were able to identify 128 articles describing intersectoral action across 
43 countries. However, based on this extensive search, their key finding was that many of 
the case studies were largely described in a superficial way and it was rather difficult to 
formulate a comprehensive view on how intersectoral action was implemented and how 
different sectoral actors interacted with each other. They concluded that: “A particularly 
high proportion of case articles did not contain sufficiently rich information to confirm the 
period of initiation of initiatives, the involvement of various non-governmental sectors, 
whether or not evaluations were carried out to assess the various impacts of intersectoral 
initiatives (particularly in terms of economic assessments), and processes of intersectoral 
engagement between government sectors” (Shankardass et al., 2012, p. 30). Ending up 
with similar conclusions, Chircop et al. (2015) carried out a scoping review that identified 
64 articles that considered the role of intersectoral collaboration in addressing public 
policy problems. Their general finding was that the majority of the reviewed research 
articles stated that intersectoral collaboration was used as a “strategy” but 
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simultaneously failed to report the details on how the process of collaboration unfolded 
in practice. On that account, one of their main conclusions was that “the day-to-day 
practice of intersectoral collaboration for public policy and its successes and failures 
remain largely unexamined. Further, the concept of intersectoral collaboration itself 
remains unclear and contested and warrants further critical analysis” (Chircop et al., 2015, 
p. 187).
 Ndumbe-Eyoh and Moffatt (2013) conducted a systematic review on intersectoral 
action for health equity that critically appraised 10,235 research articles of which 886 
were chosen for full-text screening. Despite the high-number of articles, their review 
resulted in only 16 studies and one systematic review which met the inclusion criteria. 
Based on the included articles, their general conclusion was that there was only a very 
limited number of studies that indicate that intersectoral action has been successful in 
promoting health equity, although they also emphasize that “the lack of evidence should 
not be interpreted as a lack of effect” (Ndumbe-Eyoh & Moffatt, 2013, p. 1). Most of the 
reviewed studies were setting-specific interventions at a local level (e.g. schools and 
workplaces) and the literature was mainly descriptive. Similarly, mechanisms that link 
intersectoral processes to observed outcomes were rarely studied. The authors identified 
one systematic review concluding that “the current evidence-base on the effects of public 
health partnerships on health outcomes is partial and methodologically limited” (see 
Smith et al., 2009, p. 219-220). In their conclusions, Ndumbe-Eyoh and Moffatt (2013) call 
for the development of better methods and tools to improve the evaluation of 
intersectoral initiatives in order to build a stronger evidence base.
 In the field of public administration, cross-sector collaboration (used 
interchangeably with intersectoral collaboration) has been suggested as one strategy to 
solve complex public problems. In the literature, collaboration across sectors is seen as 
necessary and desirable but at the same time very difficult to implement in the real-life 
context. Bryson et al. (2006) have summarized 22 propositions for research and 
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implementation of cross-sector collaboration, which consider a range of factors such as 
the initial conditions in the environments in which collaboration takes place, (e.g. 
preconditions affecting the collaboration, such as the level of agreement on the problem 
definition), process components (e.g. leadership, legitimacy, trust, ways to manage 
conflict, and planning processes), structural aspects (e.g. goals, division of labour, rules, 
operating procedures, and authority relationships), governance mechanisms (e.g. 
coordinating and monitoring activities), and other contingencies affecting the cross-
sector collaboration (e.g. collaboration type, power imbalances, and competing 
institutional logics). In addition, Bryson et al. (2006) conclude that cross-sector 
collaborations are more likely to create public value when they are aimed at minimizing 
each sector’s characteristic weaknesses and build to maximize each sector’s characteristic 
strengths. However, to highlight the difficulty of the overall task, their last proposition 
concludes that in the implementation of cross-sector collaborations “the normal 
expectation ought to be that success will be very difficult to achieve” (Bryson et al., 2006, 
p. 52).
 Generally, empirical studies focused on intersectoral action for health indicate that 
cross-sectoral collaboration is considered effective and desirable in terms of producing 
positive health outcomes but at the same time the rigorous evaluation of these positive 
effects is very challenging as they take place at multiple levels over an extensive time 
period (Chircop et al., 2015; Ndumbe-Eyoh & Moffatt, 2013). In summary, unifying 
themes in empirical studies have been the existence of structural, cultural and political 
barriers (Berkeley & Springett, 2006; Carey & Crammond, 2015), the need to identify 
mutual benefits (Lawless et al., 2012), and the general conclusion that collaboration 
between sectors should be expected to be difficult and to require thoughtful planning 
(Bryson et al., 2006). However, it should be noted that one of the limitations of the 
studies reviewed in this section is that they have focused only on initiatives and 
interventions led by the health sector.
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Leadership and intersectoral action
Leading public health work is never only a technical exercise. A set of values have been 
characteristic of effective public health leaders, including a belief in social justice, reliance 
on evidence, interdependence, respect, and transparency (Begun & Malcolm, 2014, p. 
58). Similarly, there is a set of traits that have been associated with effective public health 
leaders, including integrity, initiative, empathy, comfort with ambiguity, passion, courage, 
and persistence (Begun & Malcolm, 2014, p. 69). Koh and Jacobson (2009, p. 200) 
highlight the importance of passion and personal commitment to social justice but also 
state that successful leaders have to move beyond passion towards strategic thinking:
In regularly tapping the realms of social strategy, political will and interpersonal 
skill, these individuals must also develop sophisticated, tactical leadership 
techniques that extend beyond running any single organization. The artful public 
health leader will be one who can function in an ambiguous arena without clear 
boundaries or hierarchies, using a chaotic context as a starting point for change. 
(Koh & Jacobson, 2009, p. 200)
 A conceptual division has been made between “management” and “leadership.” 
According to Begun and Malcolm (2014, p. 22-23), management is used to refer to 
realism and execution (i.e. doing things right), whereas leadership is used to refer to an 
ability to inspire with a combination of idealism, realism, and execution (i.e. doing the 
right things). Management can be seen to have a focus on short-term efficiency, whereas 
leadership focuses on long-term effectiveness. Leaders in public health should be 
prepared to actively work for their share of resources because the allocation of resources 
is ultimately a political decision. Similarly, in most cases, it is a political decision to 
establish various intersectoral mechanisms to tackle health problems.
 Major leadership and management challenges are likely to arise when actors are 
asked to engage in intersectoral action. As previously mentioned, intersectoral 
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collaboration can pose a risk to the core task of engaged partners and cause power 
struggles that are related to potential fears about losing autonomy and independence. In 
a case where potential results are unclear, it would be a non-rational decision to invest 
scarce resources in intersectoral initiatives. Therefore, the leadership challenge is to 
create conditions and convince actors that working together is “more effective, efficient, 
and sustainable than working alone” (Harris et al., 1995, p. 30). Naturally this requires an 
environment where intersectoral mechanisms can provide true advantages and benefits. 
Similarly, it is important to make certain that the potential loss of resources and 
independence among sectoral actors is necessary for the achievement of broader goals 
that provide greater benefits for the society as a whole.
 At the interpersonal level, there are many leadership and management skills that 
can facilitate effective intersectoral action. Harris et al. (1995, p. 18) see that an effective 
actor in promoting intersectoral action needs a skill set that includes at least three 
different types of expertise: (1) expert skills, such as scientific knowledge and evidence, 
(2) skills for advocacy, such as an ability to convince and motivate others, (3) skills to 
enable action, such as project management skills and proficiency in group leadership.
 The implementation of intersectoral initiatives is likely to require an innovative 
social strategy that cultivates a sense of interdependence among stakeholders and 
renews a sense of community by invoking health as a shared responsibility (Koh & 
Nowinski, 2010). Acknowledging the importance of social determinants of health is one 
of the core requirements in engaging a diverse set of partners from different sectors. A 
shared understanding of the causes of health problems can lead to long-term 
collaboration and genuine partnerships that facilitate co-learning and effective joint 
action. In order to tackle leadership challenges in public health, Koh & Nowinski (2010) 
emphasize the role of communication and framing of health issues: “Effective 
communication can motivate understanding and action. In particular, for inequities 
affecting some to be viewed as unacceptable for all, reframing can not only change the 
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mental structures that shape the way we see the world but also redefine what constitutes 
common sense” (p. 10).
 Along with the traditional leadership and management challenges described in 
the literature, special attention should be paid to the process of negotiation between 
different sectoral interests.52 In order to attain sustainable results, WHO (2015c, p. 
117-120) recommends using a cooperative negotiating strategy that focuses on “win-
win” solutions through exchanging information about needs and priorities in an open and 
collaborative way. Cooperative negotiators usually do not state fixed positions but 
highlight their objectives and interests in a concise way. The interests that drive different 
stakeholders should be carefully listened and responded to an assertive way. Generally, it 
can be concluded that the ability to identify, negotiate, and coordinate a number of 
interests appears to be an essential success factor in intersectoral policymaking. Being 
successful in this process requires many of the leadership and management skills 
described earlier.53
Governance perspectives on intersectoral action
Interpersonal leadership and management skills influence but are also constrained by the 
surrounding governance structures. From a large body of literature, Greer et al. (2016) 
identified five desirable aspects of health governance that included transparency, 
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 52 “Negotiation may be defined as a process whereby two or more parties seek an 
agreement to establish what each shall give or take, or perform and receive in a transaction 
between them. Alternatively, it is an act of discussing an issue between two or more parties with 
competing interests, with an aim to identify acceptable trade-offs for coming to an 
agreement” (WHO, 2015c, p. 115).
 53 The informants in this study can be viewed as public health leaders, not in the political, 
but in the technical sphere. In other words, WHO is the global coordinating authority on health 
and its Programme Managers are in a position to show international leadership in their specific 
programmatic areas.
accountability, participation, integrity, and capacity.54 These structural qualities shape 
health-related decision-making and policy implementation and can explain policy 
successes and failures in different contexts including international, national, regional, and 
local policy environments. Similarly, Brown et al. (2014) have listed a set of general 
functions that are needed to improve governance for health equity. Their list include 
domains such as political commitment, evidence, accountability structures, policy 
coherence, local participation, capacity development, and modernization of public health 
training (Brown et al., 2014, p. 47-50).
 More specifically related to intersectoral policymaking, McQueen et al. (2012) 
have proposed an analytical framework to analyze intersectoral governance for health. 
Their framework can be used to evaluate the extent of different governance mechanisms 
to promote intersectoral action (McQueen, Wismar, Lin, & Jones, 2012, p. 11). Their 
model separated intersectoral governance structures from actions that can be 
implemented through those structures (Table 3).55 For this dissertation, the framework 
that separates intersectoral structures and actions provides a useful analytical tool to 
review possible ways to institutionalize intersectoral governance within a government.
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 54 The authors refer to these key aspects by naming them as the “TAPIC” framework 
(Greer, Wismar, & Figueras, 2016).
 55 Kickbusch has used the umbrella term “horizontal health governance” to describe 
various intersectoral strategies within a single government (Kickbusch, 2010a).
Table 3. Intersectoral governance structures and actions (adapted from McQueen et al., 
2012, p. 11)
Intersectoral governance structures Governance actions 
Cabinet committees and secretaries 
Parliamentary committees 
Delegated financing
Industry engagement 
Interdepartmental committees and units 
Joint budgeting
Mega-ministries and mergers
Ministerial linkages
Public engagement
Public health ministers
Stakeholder engagement
Financial support
Advocacy
Coordination
Evidence support
Implementation and management 
Monitoring and evaluation
Policy guidance
Providing legal mandate
Setting goals and targets
 
 Along with structural and non-structural engagement strategies (many of which 
were listed in Table 3), such as intersectoral committees or public engagement, there is 
an additional way to facilitate intersectoral action which could be portrayed as a 
“budgetary strategy.” It is common that financial planning and budgeting is 
predominantly sectoral without pursuing the combination of funding streams towards 
intersectoral action. A budget silo refers to common budgetary planning where financial 
resources can be used only within a specific sector or programme (McDaid, 2012). These 
tightly constrained budgets constitute one key challenge to intersectoral action as sectors 
do have less flexibility to channel their financial resources towards challenges that require 
coordinated and simultaneous action by two or more sectors. 
 McDaid and Park (2016) have reviewed financing mechanisms for intersectoral 
action for health. Through a literature search, they identified three principal financing 
approaches: discretionary earmarked funding, recurring delegated financing to 
independent organizations or bodies, and mechanisms for joint budgeting between 
sectors. First, earmarked funding signifies a practice where government sets aside funds 
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for an intersectoral collaboration between sectors to address a specific health issue. In 
this case, the activities normally stay under the control of the Ministry of Health. Second, 
delegated financing refers to the allocation of funds from governmental sources to 
independent bodies, such as health promotion agencies or non-governmental actors. 
The reallocation of funds involves a transfer of power to organizations that are, at least to 
some extent, independent from the government. Third, joint budgeting refers to a 
practice in which different sectors share their financial resources to tackle a specific health 
issue by working together. This type of resources pooling may be established on a 
mandatory or voluntary basis and can take place at various levels of depth from aligned 
budgets to fully integrated budgets between two or more sectors (McDaid & Park, 2016). 
The authors conclude that there are positive examples of all three financing mechanisms 
described above, however, the effectiveness of each strategy depends also on numerous 
additional factors, such as organizational culture and structures, management efficiency, 
and the level of trust between sectoral partners. Similarly, a sense of ownership and the 
balance in the financial contributions provided by different sectors can have a profound 
impact on the success or failure of jointly financed intersectoral collaboration.
 To conclude, the planning process of intersectoral initiatives should involve careful 
consideration of the expected challenges and ways to overcome them. For instance, 
there should be a clear understanding how conflicting interests between the sectors are 
being negotiated and mediated. In the context of reducing health inequalities, Lynch 
(2017) has summarized the multiplicity of the challenges by stating:
The standard policy remedy, multisectoral policymaking, is in fact extremely 
difficult, requiring clarity about goals; capacities for joint action; relationships on 
which to base cooperative action; well-conceived policies that can be 
implemented and evaluated; clear roles and responsibilities; and plans to monitor 
and sustain outcomes. Barriers to cross-sectoral action include coordination 
problems, issues of sustainability, political power-plays and the need to negotiate 
the roles and resources of (public) health versus medical actors and health versus 
other sectors. (Lynch, 2017, p. 4-5)
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 Although the task is challenging, it is evident that a number of governance 
structures and mechanisms can be created to support or prevent the implementation of 
intersectoral initiatives. As a recent conceptualization of intersectoral action for health, 
the literature on the HiAP approach provides important insights that are very relevant to 
this dissertation. In addition, the HiAP approach has been actively endorsed by WHO 
after its emergence in 2006 (WHO, 2013c, 2014b, 2015c). The origins and principles of 
HiAP are considered in the following section in a greater detail.
REF: (WHO, 2013c, 2014b, 2015c)
2.5.4 Health in All Policies
The Health in All Policies (HiAP) approach gained its first official recognition during the 
Finnish presidency of the European Union in 2006. In that year, Finland aimed at 
mainstreaming the HiAP approach at the European level and involved senior-level 
policymakers to recognize the importance of horizontal governance for health (Puska & 
Ståhl, 2010; Ståhl et al., 2006). Previously, Finland has had a long history of applying 
intersectoral governance structures in health policymaking (Leppo & Melkas, 1988; 
Melkas, 2013; Mikkonen, 2012). However, the concept “Health in All Policies” [In Finnish: 
“Terveys kaikissa politiikoissa”] was not publicly used before the Finnish EU Presidency in 
2006. The first notable publication that used the HiAP terminology was the book “Health 
in All Policies: Prospects and potentials” published in the year of presidency (Ståhl et al., 
2006).
 The underlying idea behind the invention of the term “HiAP” was to direct more 
attention to policy implementation and more explicitly highlight the health impacts of the 
decisions made in non-health sectors. The Finnish health policy experts and civil servants 
who were planning the theme for the EU presidency year had recognized that the key 
challenge in intersectoral approaches to health often lay in poor implementation due to 
lack of political will and uncertainty about the implementation of concrete measures. It 
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was hoped that a new conceptualization would reorient the focus more towards the 
implementation of intersectoral action for health nationally and regionally (Timo Ståhl, 
personal communication, May 24, 2017). 
 The significance of the efforts by a rather small group of Finnish experts and civil 
servants has become more evident after a decade as the HiAP approach has spread 
globally to many different jurisdictions and governments (Kickbusch, Williams, & Lawless, 
2014; Pinto et al., 2015; Rudolph et al., 2013). WHO, especially its Geneva Headquarters, 
has acted as a major proponent and authority that has provided a global communication 
channel to raise greater awareness about the HiAP approach (WHO, 2015c). In addition, 
there is an increasing amount academic research carried out that utilizes the HiAP 
framework, even to the extent that there are debates about possible conceptual 
inconsistencies related to the use of the HiAP concept in general. There inconsistencies 
can arise from mixing “policy development” to “policy action” (see de Leeuw & Peters, 
2014, 990-991).
 The current authoritative definition of the approach can be found in the WHO 
Helsinki Statement (2013d); it defines HiAP as “an approach to public policies across 
sectors that systematically takes into account the health implications of decisions, seeks 
synergies, and avoids harmful health impacts in order to improve population health and 
health equity. It improves accountability of policymakers for health impacts at all levels of 
policymaking” (WHO, 2013d). The ability to quickly recognize and seize the window of 
opportunity for intersectoral action is an integral part of the HiAP approach (Leppo et al., 
2013a).
 In order to facilitate the use of the HiAP approach, WHO has published a 
framework for country action that outlines key components of HiAP (WHO, 2014b). The 
framework is intended to serve as a starter’s kit for applying the HiAP approach at 
national and subnational levels. It outlines six components that can be adopted and 
adjusted to changing governance, economic, and social contexts. The HiAP framework 
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suggests taking action on the following six areas: (1) Establish the need and priorities for 
HiAP; (2) frame planned action; (3) identify supportive structures and processes; (4) 
facilitate assessment and engagement; (5) ensure monitoring, evaluation, and reporting; 
and (6) build capacity. It is noted that these components are not presented in order or 
priority, as action should be taken based on what is feasible in a specific context. The 
HiAP framework for country action acknowledges the aspirational nature of the HiAP 
approach towards a transformative change that entails perceiving health from a more 
holistic perspective and is well-aligned with the current UN Social Development Goals 
(UN General Assembly, 2015). The framework document states that it is “a contribution to 
achieving that policy coherence for health and health equity, and thus reinforcing the 
broader development agenda“ (WHO, 2014b, p. 19).
 From a more theoretical perspective, it has been noted the HiAP approach is 
more than just intersectoral action; for instance, de Leeuw and Peters (2014) see 
intersectoral action as a function of HiAP. The concept of HiAP does not refer only to 
intersectoral action, but is more of a way of thinking about policymaking processes and 
governance structures (McQueen, Wismar, Lin, Jones, et al., 2012). The HiAP approach 
can be implemented by utilizing Health Impact Assessments (HIA). However, that is just 
one part of the approach and HiAP itself is more than assessing the health impacts of 
decisions. The governance structures, policy processes, and underlying ideas and 
ideologies have a great influence on how the HiAP approach is actually implemented in a 
real-life situation. For instance, some of the different ways to implement HiAP come from 
Finland (Melkas, 2013), South Australia (SA Health, 2010), and California (Rudolph et al., 
2013). Evaluating HiAP initiatives is challenging and requires a comprehensive 
understanding of the complexity of policymaking processes (Baum et al., 2014). From a 
conceptual perspective, the HiAP approach makes health an explicit value in all areas of 
public policy. It can be argued that in some cases this can be strategically a poor choice 
and increase resistance in other sectors to adopt goals and values of the health sector. 
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Moreover, when implementing the HiAP approach, it is important to focus on “co-
benefits” and “win-win-situations.” This would not mean “selling health” but highlighting 
the possible beneficial effects for other sectors. De Leeuw and Peters (2014) have 
developed a Health in All Policies checklist that approaches the challenges of 
implementation from a political science perspective. Their list includes the following nine 
key questions (de Leeuw & Peters, 2014, p. 991-996): 
(1) How has the problem been framed and by whom?
(2) Within the problem definition and tentative policy logic, which policies are 
already in force or in development? Are there any measures of success?
(3) What information is there about the problem, its magnitude and 
consequences, and relevant stakeholder positions, now and in the future?
(4) What facts, ideas and assumptions constitute the policy logic in relation to the 
problem?
(5) What evidence, experience and opportunity exist to develop winning 
alternative approaches?
(6) What social, economic and institutional ‘win–wins’ can be established? What 
gains can be identified?
(7) What are the power, priority and support positions of all stakeholders in a 
particular policy proposal?
(8) What politics are involved in the initiation and final stages of policy 
development and adoption?
(9) Have policy implementation barriers and facilitators been considered and 
integrated in policy formulation?
 In addition to the above questions, the authors provide more detailed checklist 
items for each of the nine themes. They argue that anyone formulating and implementing 
HiAP initiatives should consider the above perspectives because the answers can make 
the possible political barriers and challenges more visible, which is required in order to 
address them in an appropriate and effective way (de Leeuw & Peters, 2014). Monitoring 
of HiAP related actions is equally important in order to evaluate their effectiveness. Based 
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on the Finnish experiences of monitoring HiAP activities at the local level, Ståhl (2016) 
has suggested that HiAP indicators should be objectively measurable (i.e. no self-
assessments), interpretable and of good quality, and explicit enough to allow clear 
auditing. It has been underlined that HiAP evaluation and measurement is a complex 
process that should pay attention to numerous intervening factors (Bauman et al., 2014). 
Despite the challenging nature of the work, the effort should be extended towards a 
rigorous evaluation of successes and failures of the implementation of HiAP related 
initiatives. As proponents of complex evaluations, Bauman et al. (2014, p. i150) have 
stated: “Without extending evaluation and measurement beyond this stage, the evidence 
base for HiAP will remain limited, and its potential for demonstrably improving 
population health will remain speculative. [...] In the absence of this kind of scaled-up 
evaluation work, many policymakers and governments will remain unconvinced of the 
effects and value of HiAP in progressing a cross-agency health promotion agenda.”
 Health impact assessment (HIA) is seen as a tool that could facilitate the 
implementation of HiAP and increase the efforts of non-health sectors to consider the 
health impacts of their decisions (Falvo, Regina Cubas, & Gulis, 2015; Frankish et al., 
1996). HIA is a process of identifying how policy changes might influence health and 
these assessments can also include human rights indicators. A widely cited definition of 
HIA describes it as “a combination of procedures, methods and tools by which a policy, 
program or project may be judged as to its potential effects on the health of a 
population, and the distribution of those effects within the population" (ECHP, 1999, p. 
4). Proponents of various intersectoral approaches have recommended the use of HIA to 
inform decision-making and implementation (APHA, 2012, p. 2936; Kemm, 2001). In an 
ideal situation, HIAs aim at maximizing positive health impacts and to minimize negative 
health impacts by considering the evidence and providing informed understanding 
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regarding the anticipated health effects of a policy or programme (ECHP, 1999, p. 5).56 
Health equity impact assessments (HEIA) are based on the principles of HIA but have a 
specialized focus on the unintended potential positive or negative impacts on health 
equity (MOHLTC, 2012). Although the conceptualization of HIA provides a promising tool 
to identify and consider the health impacts of different policies, there are multiple 
barriers to its systematic use in policymaking, such as having sufficient resources and skills 
to carry out HIAs as well as having policymakers prioritize health impacts when other 
powerful interests might intervene in the policy process.
 During the past decade, the implementation of HiAP has been strongly supported 
by WHO, which has also developed comprehensive training materials and courses for 
national experts and policymakers (WHO, 2015c). Despite the promising development 
and increased interest in the HiAP approach, it is yet to be seen whether its 
implementation will lead to substantial and sustained changes towards intersectoral 
policymaking at the global, national and sub-national levels. The empirical part of this 
dissertation provides a systematic analysis of the barriers and facilitators that apply to the 
implementation of HiAP.
2.5.5 Other intersectoral approaches to health
Besides the intersectoral approaches already dealt in the earlier section of this 
dissertation, there are a few other approaches that are well-established in the literature. 
In terms of health-related action, a few additional perspectives with different historical 
roots can be highlighted: Whole-of-Government, Whole-of-Society, and One Health 
approaches.
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 56 “Health impacts are the overall effects, direct or indirect, of a policy, strategy, 
programme or project on the health of a population” (ECHP, 1999, p. 4).
Whole-of-Government and Whole-of-Society
In its definition Whole-of-Government (WoG) “denotes public service agencies working 
across portfolio boundaries to achieve a shared goal and an integrated government 
response to particular issues. Approaches can be formal and informal. They can focus on 
policy development, program management and service delivery” (Management Advisory 
Committee, 2004, p. 4). The WoG approach was a reaction to the New Public 
Management (NPM) reforms implemented since the 1980s (Hood, 1991). The NPM 
reforms highlighted the importance of organizational goal setting and performance 
management. According to Christensen and Lægreid (2007), the WoG approach tried to 
respond to the negative side of these reforms and they explain the concept of WoG as 
“an umbrella term describing a group of responses to the problem of increased 
fragmentation of the public sector and public services and a wish to increase integration, 
coordination, and capacity” (Christensen & Lægreid, 2007, p. 1060). Horizontal and 
vertical coordination were seen to be necessary to avoid phenomena such as 
“departmentalism” and “vertical silos” that can exist inside the government structure. 
From this perspective, different government bodies have specialized responsibilities but 
also a wider responsibility for good governance as a whole. Therefore, cooperation and 
coordination provide the road to effective public service.
 Since the late 1990s, the WoG approach has been applied in a wide array of 
policy sectors. The health sector is only one of many areas of governance that has 
applied the WoG approach and its terminology. Especially in the UK, the term joined-up 
government is sometimes used to refer to intersectoral collaboration (Carey & 
Crammond, 2015). Later, the WoG approach has been complemented with a Whole-of-
Society approach, which refers, not only to the engagement of different sectors within 
government, but also to the need to engage and collaborate with the civil society and 
private sector as well. In the health context, the WHO Regional Office for Europe has 
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used both HiAP and WoG/WoS terminology in its policy papers and strategies in recent 
years (Brown et al., 2014; Jakab, 2014; WHO, 2013b, 2015d).
One Health
The concept of One Health was originally coined by veterinary epidemiologist Dr. Calvin 
Schwabe in the 1960s to present a holistic and ecological approach to health that 
recognized the interconnectedness of humans, animals, and wider ecosystems 
(Lueddeke, 2015, p. 211). Later the One Health Initiative has been promoted by 
veterinarians and scientists working with animal health and zoonotic diseases, i.e. 
pathogens that can be transmitted to humans. These include viruses, bacteria, fungi, and 
parasites, of which the most commonly known are influenza, Ebola virus, and a number of 
food borne illnesses. It has been estimated that 61% (N=868) of all identified pathogen 
species (N=1415) causing disease in humans are zoonotic (Taylor, Latham, & Woolhouse, 
2001). To date, the One Health approach has been formally endorsed by numerous 
international organizations such as the Food and Agriculture Organization of the United 
Nations (FAO), European Commission, World Bank, WHO, and many NGOs (Lueddeke, 
2015, p. 211).
 In the end, Whole-of-Government, Whole-of-Society, and One Health approaches 
generally represent the same idea that highlight the importance and necessity of 
intersectoral action for health. The general tenet is that the health sector cannot solve the 
most pressing public health problems as the determinants of health are influenced by 
many other sectors within and outside of government (de Leeuw, 2017). 
2.6 Concluding remarks
The implementation of intersectoral action for health is influenced by a complex set of 
actors, ideas, processes, and contextual factors that have been outlined in the four 
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sections of this literature review. First, I described what is meant by health equity and why 
it is important. This is relevant as the promotion of health equity is the adjoining goal of 
the contemporary WHO in its pursuit to promote intersectoral action for health. Second, I 
reviewed the role of the human rights framework as a normative base that gives 
justification to the pursuit of greater health equity.57 This is important because WHO as 
well as the informants of this study have built their professionalism on the notion of 
health as a human right. Third, I examined factors that influence the implementation of 
health-promoting and intersectoral policies including governance structures, policy 
actors, interests, and ideas that shape policy processes. The understanding of the 
contextual factors that influence policymaking processes in general is important in order 
to understand the possible barriers and facilitators. Fourth, I reviewed various 
intersectoral approaches for health that have been introduced over the past three 
decades, such as the Health in All Policies approach. This historical background is 
important as it provides a backdrop to contextualize my empirical analysis.
 Based on the literature review, it can be concluded that it is not sufficient for 
health researchers and advocates to focus only on the content of policy. My main 
argument it that the idea of improving health through intersectoral action cannot have a 
significant impact without changes in governance structures and political priorities. 
Intersectoral action for health is difficult to implement because the world is complex and 
the politics of health involve many different actors and conflicting interests. In terms of 
Kingdon’s (1984) three streams (problems, policies, politics), I argue that the emphasis 
should put on formulating policies that effectively solve complex health challenges 
through intersectoral action as well as on generating political will that has to provide 
adequate mandates and resources to address the complex health problems.
 Similarly, to change the policy scene in favour of health equity, it is necessary to 
focus on the complexity of policymaking processes, ideological presumptions, and the 
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 57 The human rights documents relevant to this study are reviewed in Appendix A.
ways in which political power is used to shape our living and working conditions. For this 
purpose, the concept of governance can be applied to make better sense of the 
complexities of different policymaking environments. The governance for health 
perspective demands paying greater attention to mechanisms, structures, and 
relationships between different actors that shape the health of the population.
 The capacity of policy actors to promote intersectoral approaches to health is 
often limited. Adequate capacity refers to skills, knowledge, and resources to collaborate 
efficiently with other sectors and organizations. Frequently people working in the health 
sector do not have the skills nor power to engage other sectors or they do not carry an 
ability to recognize the co-benefits that intersectoral approaches to health could provide 
to a society at large. Effective collaboration would very often mean engaging in two 
parallel processes: promoting health and contributing towards the goals of non-health 
sectors. In the future, finding and clearly expressing these co-benefits is an important task 
for all health advocates who are promoting intersectoral action for health equity.
 Based on this literature review, my conclusion is that producing and disseminating 
evidence and information about the benefits of intersectoral action for health is unlikely 
to be sufficient to produce major political shifts towards getting health higher on the 
political agenda. There is a need for educated citizens and health advocates who 
demand evidence-informed action from their elected representatives. On the other hand, 
redistributive policies in terms of economic and social resources are important 
prerequisites for greater health equity. The current evidence on the engagement of non-
health sectors in health promotion can be summarized by stating that intersectoral action 
for health is not easy but it is still a necessity. In order to formulate an analytical response 
to these challenges, the findings section of this dissertation focuses on the barriers and 
facilitators of intersectoral action.
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CHAPTER 3: RESEARCH CONTEXT
The United Nations was founded in 194558 and its health agency, the World Health 
Organization (WHO), adopted its Constitution in 1946. WHO has six regional offices that 
are geared to address the particular needs of countries in the region and it is the most 
significant health agency at the global level (Clift, 2013; Lee, 2008).59 The WHO’s Twelfth 
General Programme of Work for 2014-2019 (WHO, 2014d) lists six core functions for the 
organization: (1) Providing leadership on matters critical to health and engaging in 
partnerships where joint action is needed; (2) shaping the research agenda and 
stimulating the generation, translation and dissemination of valuable knowledge; (3) 
setting norms and standards, and promoting and monitoring their implementation; (4) 
articulating ethical and evidence-based policy options; (5) providing technical support, 
catalyzing change, and building sustainable institutional capacity; and (6) monitoring the 
health situation and assessing health trends. Grad (2002) has suggested that increased 
globalization can make the WHO’s role even more central in the future, although critics 
note that there are rising nationalistic tendencies globally that can endanger current 
global governance systems and international organizations in particular.
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 58 Article 55 of the United Nations Charter defines the purpose of the organization by 
stating: “The United Nations shall promote: a) higher standards of living, full employment, and 
conditions of economic and social progress and development; b) solutions of international 
economic, social, health, and related problems; c) international cultural and educational 
cooperation; d) universal respect for, and observance of, human rights and fundamental freedoms 
for all without distinction as to race, sex, language, or religion” (United Nations, 1945).
 59 WHO has 194 Member States (2017). WHO headquarters is located in Geneva, 
Switzerland. The six regional offices are Africa (AFRO), the Americas (PAHO), South-East Asia 
(SEARO), Europe (EURO), the Eastern Mediterranean (EMRO), and the Western Pacific (WPRO). 
The total number of WHO staff is around 7,000 people in 149 offices worldwide. 
Source: http://www.who.int/about/regions/en/  
 This chapter explores the context of this study by describing the stated history of 
the European Region of WHO.60 The region consists of 53 countries in a geographical 
region that ranges from the Atlantic to the Pacific oceans. The WHO staff in the region is 
composed of around 550 public health experts located in the main office in Copenhagen, 
in three technical centres, and in 29 country offices. Approximately 70% of the regional 
staff work in the regional office and the rest are dispersed across the smaller country 
offices and technical centres. The two-year budget of the WHO European office is about 
US$240 million, which includes regular and voluntary contributions by the Member States 
and private actors (WHO, 2016f). In the current biennial, the regional budget is divided 
into six categories: (1) communicable diseases (17%); (2) non-communicable diseases 
(12%); (3) promoting health through the life-course (15%); (4) health systems (20%); (5) 
preparedness, surveillance and response (14%); and (6) corporate services/enabling 
functions (22%) (WHO, 2016f, p. 24).61 The organizational structure of the WHO European 
office generally resembles these budgetary distributions.
 After the widespread outbreak of the Ebola virus in West Africa (2013-2016), 
WHO was publicly criticized for its slow response (AP, 2015; see Section 2.4.1 in this 
dissertation). It was argued that the slowness was due to the WHO’s bureaucracy, poor 
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 60 This dissertation has its main focus on challenges and opportunities for the 
implementation of intersectoral action for health and therefore it leaves the historical analyses of 
the political and technical evolution of WHO to other researchers (see Lee, 2008).
 61 For the current 2-year period, the total WHO budget is about US$4 billion, of which 
approximately 25% consists of regular contributions from the Member States and 75% is made up 
of voluntary contributions from countries and other donors (WHO, 2016f, p. 24).
internal communication, and inability to be decisive.62 Partly because of the criticism, 
WHO’s work in health emergencies and communicable diseases has been prioritized in 
the most recent budgetary allocation (see Moon et al., 2015).63 WHO’s proposed budget 
for the 2018-2019 biennial (WHO, 2017e) contains a significant budget increase of 
US$69.1 million for the WHO health emergencies programme and a US$21.9 million 
increase for communicable diseases whereas the budget is reduced by US$24.6 million 
for non-communicable diseases and by US$18 million for enabling and administrative 
functions. In addition, WHO created a new programme area for the 2018-2019 biennial 
entitled “equity, social determinants, gender equality and human rights” through a 
merger of two former programme areas (“social determinants of health” and “gender, 
equity and human rights”). Despite the merger, the budgetary allocation for these two 
areas was not significantly changed (WHO, 2017e, p. 9).
 The WHO Regional offices are mandated by the WHO Constitution and other 
basic documents, which include governance principles, such as financial and staff 
regulations, and a number of agreements with other intergovernmental organizations 
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 62 The criticisms of the work of international health organizations has been revolving 
around the same issues for a long time. For instance, Jakovljević (2008, p. 806) writes: “Analysts 
criticize international health agencies for their bureaucracy, lack of coordination, and waste of 
resources, often leading to increased inequities and inequalities in health care (inequity in health, 
inequality in health) for the world’s most vulnerable populations, instead of improving health. 
Furthermore, international health agencies are said to be neglecting the new global health 
challenges, not only new emerging diseases and health risks, but also issues regarding the 
development of new medical technologies, interventions and research, the design and 
implementation of information systems, the status and reforms of national health systems, 
consumers’ health protection, etc. [...] Due to the short-term funding of public health programs 
and rapid staff turnover in governments, donors and international agencies, and technical 
assistance groups, health interventions often have low coverage and do not contribute to the 
building of sustainable health systems” (Jakovljević, 2008).
 63 The Harvard Global Health Institute and the London School of Hygiene and Tropical 
Medicine jointly launched the Independent Panel on the Global Response to Ebola that gave 10 
recommendations to reform WHO’s work in global health to address the current “system 
weaknesses” (Moon et al., 2015).
(WHO, 2014a). The Preamble to the WHO Constitution states the foundational principles 
of the organization (Box 3).64 The Constitution (WHO, 1946) identifies health as “a state 
of complete physical, mental and social well-being and not merely the absence of 
disease or infirmity” and states that “the enjoyment of the highest attainable standard of 
health is one of the fundamental rights of every human being without distinction of race, 
religion, political belief, economic or social condition.” In addition, the Preamble to the 
Constitution explicitly declares that (national) governments have a responsibility to fulfill 
the right to health “by the provision of adequate health and social measures.” As a 
document first drafted in 1946, many have considered the WHO Constitution as a 
remarkably progressive document that has withstood the test of time (Grad, 2002). 
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 64 The WHO Constitution was originally adopted in 1946 and entered into force on 7 April 
1948. The most recent version has incorporated the amendments adopted by the Twenty-sixth, 
Twenty-ninth, Thirty-ninth, and Fifty-first World Health Assemblies (resolutions WHA26.37, 
WHA29.38, WHA39.6 and WHA51.23). These amendments came into force on 3 February 1977, 
20 January 1984, 11 July 1994, and 15 September 2005.
Box 3. The Preamble to the Constitution of the World Health Organization 
(1948/2014).
THE STATES Parties to this Constitution declare, in conformity with the Charter of the 
United Nations, that the following principles are basic to the happiness, harmonious 
relations and security of all peoples:
• Health is a state of complete physical, mental and social well-being and not 
merely the absence of disease or infirmity.
• The enjoyment of the highest attainable standard of health is one of the 
fundamental rights of every human being without distinction of race, religion, 
political belief, economic or social condition.
• The health of all peoples is fundamental to the attainment of peace and security 
and is dependent upon the fullest co-operation of individuals and States. 
• The achievement of any State in the promotion and protection of health is of 
value to all.
• Unequal development in different countries in the promotion of health and 
control of disease, especially communicable disease, is a common danger.
• Healthy development of the child is of basic importance; the ability to live 
harmoniously in a changing total environment is essential to such development.
• The extension to all peoples of the benefits of medical, psychological and 
related knowledge is essential to the fullest attainment of health.
• Informed opinion and active co-operation on the part of the public are of the 
utmost importance in the improvement of the health of the people.
• Governments have a responsibility for the health of their peoples which can be 
fulfilled only by the provision of adequate health and social measures.
ACCEPTING THESE PRINCIPLES, and for the purpose of co-operation among themselves 
and with others to promote and protect the health of all peoples, the Contracting Parties 
agree to the present Constitution and hereby establish the World Health Organization as a 
specialized agency within the terms of Article 57 of the Charter of the United Nations.
 In the following, I will focus on the stated history of the WHO Regional Office for 
Europe as the key informants of this dissertation work exclusively in Europe, and 
therefore their experiences in intersectoral action for health are predominantly based on 
the work carried out within the 53 countries of the European region. A knowledge of the 
historical developments of the WHO’s European office contextualizes this research on a 
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continuum and uncovers some of the circumstances from where the foundations of the 
intersectoral approach to health have emerged.
3.1 World Health Organization in the European region
The WHO Special Office for Europe was first opened in Geneva on January 1, 1949 in the 
aftermath of the Second World War. The war had left many European countries with a 
destroyed public infrastructure, including severely damaged health systems (WHO, 
2010c, p. 4-5). Epidemics such as tuberculosis spread rapidly in Europe and it was 
estimated that the continent had 15 million internal refugees and displaced people.
 In the early years, the newly established WHO Special Office for Europe was 
located within the WHO headquarters in Geneva’s Palais des Nations. In 1952, the 
European office changed its name to the WHO Regional Office for Europe and a process 
was started to find a new location for the office. It was argued that moving from Geneva 
would help to establish the Regional Office for Europe as a separate unit within the 
organizational structure of WHO. Nine European cities offered space to the regional 
office.65 The final decision was voted on May 21, 1954, in Geneva by representatives from 
21 Member States. The final vote was between Nice and Copenhagen of which the latter 
won with 11 votes to 10. The regional office in Copenhagen was opened in 1957 in a 
residential neighborhood and it was mostly surrounded by family houses. The first WHO 
Regional Director for Europe was Dr. Norman Begg, who was one of the strongest 
advocates for Europe’s own head office. He did not live to see the opening in Denmark, 
having died a year before at the age of 50.
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 65 The following countries offered space for the WHO Regional Office for Europe in the 
beginning of the 1950s: Nice, Florence, Vienna, Frankfurt, The Hague, Geneva, Rennes, Montreux, 
and Copenhagen.
Early Years of WHO Europe (1952-1966)
The first four-year plan of the WHO Regional Office for Europe (1952-1956) included 
three programmes (WHO, 2010c, p. 12). The first programmatic area was focused on 
capacity building activities such as information exchange, providing professional 
education and training, as well as encouraging the Member States to be involved in inter-
country work. The purpose of the second programme was to provide technical assistance 
to Member States related to communicable diseases, maternal and child health, 
occupational health, and nursing. As a third programmatic area, there were cooperative 
activities to facilitate collaboration between the WHO European Office and other United 
Nations agencies as well as non-governmental organizations. The WHO Regional Office 
for Europe organized “travelling seminars” that were seen as a successful way to spread 
knowledge and good practices across the European region.
 The second Regional Director, Dr. Paul Van Calseyde, started his term in 1957 and 
held the post until 1966 (WHO, 2010c, p. 17-21). During his tenure, Europe went through 
rapid economic growth, and the period was marked by a significant reduction in 
communicable diseases. The European Region was declared free of malaria in 1962. In 
contrast to infectious diseases, many non-communicable diseases, mental health 
problems, and increased pollution contributed increasingly to Europe’s disease burden. In 
the WHO context, the early origins of an intersectoral approach to health can be traced 
to the late 1950s and early 1960s. It was acknowledged that health is influenced by many 
policy decisions made outside of the health sector, and the focus of activities was slowly 
shifted from cure to prevention. The importance of prevention has been reflected in work 
of the WHO Regional Office for Europe to the present day.
 Many new partnerships with other UN agencies were established before the end 
of the 1960s. Of these, the most important were efforts to provide training facilities in 
maternal and child health with the United Nations Children’s Fund (UNICEF), improve 
occupational health in collaboration with the International Labour Organization (ILO), and 
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control zoonotic diseases with the Food and Agricultural Organization (FAO). Along with 
developing partnerships, new units were formed within the Regional Office, such as a 
chronic disease and gerontology unit as well as an epidemiology and health statistics 
unit.
Long-term Planning and New Programmes (1966-1985)
The third Regional Director was a Finnish physician, Dr. Leo A. Kaprio, who held the post 
for almost two decades from 1966 until 1985. He earned his medical degree from the 
University of Helsinki (1936-1945) and completed his postdoctoral training in the United 
States at Johns Hopkins University. Dr. Kaprio highlighted the need for long-term 
planning in the field of health and improving managerial leadership (WHO, 2010c, p. 
25-28). The idea of national health planning in collaboration with WHO was developed 
during his tenure. Three long-term programmes were established in the WHO Regional 
Office for Europe: cardiovascular diseases (1968-1980), mental health (1970-1978), and 
environmental health (1971-1980). These programmes strengthened the preventative 
approach to health in the European region. One of the most significant legacies from Dr. 
Kaprio’s term was the global health policy later known as “Health for All”, which had a 
notable influence on WHO policies for many decades. The founding document was 
adopted at the World Health Assembly in 1977, and the principles were affirmed at the 
International Conference on Primary Health Care in Alma-Ata, USSR, in 1978.
 The Declaration of Alma-Ata (WHO, 1978) acknowledged health as a fundamental 
human right and emphasized the role of primary health care in attaining health for all. In 
addition, the attainment of the highest possible level of health was stated as a goal 
“whose realization requires the action of many other social and economic sectors in 
addition to the health sector” (WHO, 1978, p. 1). A few years later, in 1984, an expert 
panel focused on the development of health promotion within the WHO context, 
concluded that “the group is fully aware that the development of priorities and practices 
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for health promotion depends upon the prevailing economic and cultural 
conditions” (WHO, 1984).66
 In the beginning, many developed countries saw the Health for All policy as 
something that was targeted to developing countries and therefore less relevant to them. 
As a regional director, Dr. Kaprio directed a significant effort to involve developed 
countries in strategic processes and highlighted the importance of addressing health 
gaps and health problems of vulnerable populations within more developed countries as 
well. The first Health for All policy document for the European region was adopted in 
1984 and it included 38 targets and 65 indicators to monitor progress. Dr. Kaprio retired 
in 1985 and the implementation of the strategy was left to his successor Dr. Jo E. Asvall.
From the 1980s to the Millennium: Implementing Health for All (1985-2000)
The fourth Regional Director (1985-2000), Dr. Jo E. Asvall, was a Norwegian physician 
with a background in working for malaria eradication in a number of countries in South 
America and Africa (WHO, 2010c, p. 32-37). Later he worked for the Norwegian 
government and was involved in developing a new Norwegian national health policy. In 
the late 1970s, he joined the WHO Regional Office for Europe, first as an Officer for 
Country Health Planning and later as took a post as a Director of Programme 
Management. In 1985, Dr. Asvall was seen as a natural successor to Dr. Kaprio for 
continuing the implementation of the Health for All policy as a Regional Director.
 The Health for All work was to a great extent about awareness-raising and 
mobilizing different actors to promote the health of all. Targets and indicators were seen 
as important tools to place the question of health and its distribution on the political 
agenda in the WHO Member States. The lessons and professional networks developed 
from several “leadership through advocacy” meetings were used to promote the Health 
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 66 Also in 1984, the WHO’s first programme in “health promotion” was established in the 
European office. (WHO, 1984)
for All strategy across the region. The WHO Regional Office for Europe assisted member 
states in formulating their national health policies to acknowledge the principles of the 
Health for All strategy (Mahler, 1988b). 
 The major health emergency of the 1980s was the accident at the Chernobyl 
nuclear plant on April 26, 1986. The WHO Regional Office provided its expertise on 
environmental health and ionizing radiation to the region in the wake of this cross-border 
emergency. The Chernobyl accident highlighted the importance of emergency 
preparedness through global alert and response (GAR) networks. Later some of the 
lessons were used in the preparation of the 2005 version of the International Health 
Regulations (IHR), which is a legally binding agreement including all the WHO Member 
States (WHO, 2008b).
 One of the highlights of Dr. Asvall’s term as Regional Director was the first 
International Conference on Health Promotion held in Ottawa in 1986. The conference 
was organized by the WHO Regional Office for Europe, and it became a significant 
milestone for the international health promotion movement through its outcome charter. 
To date, the Ottawa Charter for Health Promotion (WHO, 1986b) has become one of the 
most influential international policy document to define the aims and scope of health 
promotion.67 Subsequent to the Ottawa conference additional initiatives were launched 
to apply the Health for All principles to specific settings. The most important of these 
were the WHO Healthy Cities network (de Leeuw, 2001; Hancock, 1993; WHO, 2014c) 
and the Health Promoting Schools (WHO, 1998c, 2006) initiative.
  Two major societal challenges took place in Europe in the 1990s. The first was the 
collapse of the Soviet Union in 1991, which meant that many of the former Warsaw Pact 
 114
 67 The Ottawa Charter for Health Promotion (WHO, 1986) set forth an idea that people’s 
health can be best improved by enabling people’s control over the underlying factors that 
influence their health. The Charter focused on health promotion action in key five areas: 1) 
building healthy public policy; 2) creating supportive environments; 3) strengthening community 
action; 4) developing personal skills; and 5) reorienting health services towards prevention and 
health promotion.
countries in the eastern part of the European region had to reconstruct their political and 
economic systems. These changes led to the almost doubling of the number of Member 
States in the WHO European region, from 31 to 50. The EUROHEALTH programme was 
established to address the needs of the new Member States, and 13 country-specific 
liaison offices were established by 1993.68 The second regional challenge was the armed 
conflict in the Balkans after the dissolution of Yugoslavia. The result was a humanitarian 
crisis that created the need to address the immediate question of refugee health and 
long-term health needs in the Balkans. The WHO Regional Office for Europe established 
a network of offices whose first leader was the renowned public health expert, Sir Donald 
Acheson (Acheson, 1999). The process of creating structures for the aid work took a 
considerable amount of time. By liaising with the Overseas Development Agency in 
London, Acheson was able to guarantee a large quantity of emergency drugs and 
surgical supplies to the region. WHO continued to actively work in the area after the 
conflict throughout the 1990s.69
 The next milestone in the region was the launch of the revised Health for All 
policy framework in 1998. The new strategy was called Health21, as it was based on 21 
targets to promote and protect health (WHO, 1998a). In comparison to the previous 
Health for All policy, some of the new elements in the strategy increased the focus on 
quality-of-life measures and sustainable economic growth. Dr. Jo E. Asvall ended his 15-
year long career as the Regional Director for the WHO European office in 2000 (WHO, 
2010b). His legacy included a successful expansion of WHO activities in the expanded 
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 68 Later many of these liaison offices were established as WHO Country Offices.
 69 The situation in the summer of 1992 was described as follows: “Sir Donald’s resources 
consisted of a tiny office containing a packing case table and two chairs and the ‘enthusiastic and 
cheerful support’ of a personal assistant and interpreter called Sanja Viscovic and a driver, Branco 
Pelko. Being Croatian, neither of them could cross the border into Bosnia. Sir Donald quickly 
ascertained that he would need to establish a number of other offices in various cities if he were 
going to really get a handle on the level of public health problems that were fast 
arising.” (Acheson, 1999).
European region as well as implementing new working methods in regard to the WHO 
Members States, including in-country liaison offices for the purpose of better adapting 
the WHO programmes to differing country contexts (WHO, 2010b).70
Focus on National Health Policies (2000-2010)
The fifth Regional Director (2000-2010), Dr. Marc Danzon, a French medical doctor, had a 
background with the French Health Education Committee and at various positions at the 
WHO Regional Office for Europe (WHO, 2010c, p. 40-43). Dr. Danzon established new 
working methods to better address the needs of WHO Member States. The Regional 
Office’s new country strategy, “Matching Services to New Needs”, was adopted in 
2000.71 Its core was in shifting the focus of WHO to tailoring partnerships with countries 
where the WHO’s European office would be better prepared to provide expert advice 
and services based on the needs of its Member States. In addition, the expertise of the 
WHO country offices was strengthened, and they were given a more independent role.
 116
 70 In 2010, WHO published a tribute book titled "Jo Eirik Asvall’s Memorial Guide", which 
draws up ten rules for successful public health leadership based on Dr. Asvall's work as a Regional 
Director:
1. Be there, where and when you are needed. 
2. Put international health first.
3. Aim to influence systems and policies. 
4. Turn vision into action.
5. Opt for evidence over eminence.
6. Blend ethics and science with political know-how.
7. Build movements for change — let a thousand flowers bloom.
8. Hire talented people and give them space to move. 
9. Be courageous.
10. Lead by example, spread the glow.
 71 In the new Country Strategy, adopted in September 2002, the core mission of the WHO 
Regional Office for Europe was defined as: “To support Member States in developing their own 
health policies, health systems and public health programmes; preventing and overcoming threats 
to health; anticipating future challenges; and advocating public health.” (WHO, 2010c, p. 41).
 The implementation of the new Country Strategy included upgrading the 
collaborative agreements between WHO and individual countries. The strategic 
documents called “Biennial Collaborative Agreements” (BCAs) are signed between WHO 
and national health ministers. BCAs lay out the top priority issues within a country and 
include an implementation strategy to address the most pressing national health 
challenges in collaboration with WHO. BCAs were seen as a tool to promote the 
principles of good governance, especially in terms of transparency, efficiency, and 
accountability. Many of the BCAs were signed with eastern European countries that are 
not members of the European Union.72 In 2016, BCAs are still considered an important 
tool for the WHO’s collaboration with Member States and the Regional Office allocates 
various amounts of financial assistance to countries for the implementation of these 
biennial agreements.
 The armed conflict in Kosovo ended in 1999, and an agreement was made for a 
Stability Pact for South East Europe. The European Union, the United States, and other 
G8 countries were involved in the process of negotiating the pact to provide support for 
the region’s development. Later, in 2001, the WHO Regional Office for Europe published 
its proposal to address the pressing health-related challenges in South-eastern Europe. 
The process led to the signing of the Dubrovnik Pledge: Meeting the Needs of 
Vulnerable Populations in South East Europe, which focused on restructuring health 
services to provide universal and high-quality health care, improving public health 
infrastructure, and developing capacity-building for health professionals.73 In May 2002, 
the Dubrovnik Pledge led to establishing a permanent mechanism to implement its 
commitments, which is known as the South-eastern Europe Health Network (SEEHN).
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 72 For instance, in 2008, there were 33 BCAs of which 3 were negotiated with Western 
European countries.
 73 The signatory countries of the Dubrovnik Pledge in September 2001 were Albania, 
Bosnia and Herzegovina, Bulgaria, Croatia, Romania, the former Yugoslav Republic of Macedonia, 
and Yugoslavia.
Health 2020 and Governance for Health (2010-)
The sixth Regional Director (2010- ) is Dr. Zsuzsanna Jakab (b. 1951), who had held 
various senior management roles at the WHO Regional Office for Europe and was the 
founding director of the European Centre for Disease Prevention and Control (ECDC). Dr. 
Jakab is a native Hungarian and has worked at the Hungarian Ministry of Health as a 
State Secretary and in various other roles before her career at WHO.74 During Dr. Jakab’s 
first term, the European Health 2020 policy framework (WHO, 2013b) was developed as a 
strategic tool to steer Regional Office work as well as to provide countries with a 
comprehensive but flexible framework for their health policy development.75 In the early 
2010s, some of the other priorities of the Regional Office under Dr. Jakab’s leadership 
have been to strengthen an evidence base in health policy as well as to provide increased 
support for the Member States in addressing health inequalities and social determinants 
of health. One of the important changes has been shifting the focus from programmatic 
silos to governance for health by applying whole-of-government and whole-of-society 
approaches (Brown et al., 2014; Kickbusch & Behrendt, 2013; Kickbusch & Gleicher, 
2012). This change can be seen to reflect the renewed focus on the importance of 
intersectoral approaches in the WHO European region in the beginning of the 2010s.
 In February 2015, Dr. Jakab started her second five-year term as Regional 
Director. The interrelatedness of health and sustainable development has been outlined 
as one of the new priority areas of the Regional Office for the period of 2015-2020.76 The 
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 74 http://www.euro.who.int/en/about-us/regional-director/biography
 75 Dr. Jakab’s PhD dissertation focused on the Health 2020 policy framework and its 
implementation process: Jakab, Z. (2014). The European policy framework and strategy for health 
and well-being (Health 2020): From vision to implementation (PhD dissertation), University of 
Debrecen, Debrecen, Hungary.
 76 See the press release available at: http://www.euro.who.int/en/media-centre/sections/
press-releases/2014/zsuzsanna-jakab-nominated-for-second-term-as-who-regional-director-for-
europe (Accessed on January 30, 2016).
WHO Regional Office for Europe has continued organizing ministerial conferences on 
different themes based on the requests from Member States. In addition, collaboration 
with various international organizations such as the European Union, OECD, the World 
Bank, and other UN agencies such as UNICEF has continued during the 2010s.
3.2 WHO statements on health promotion
The WHO global health promotion conferences have been an important forum where 
intersectoral approaches to health have been articulated and conceptualized over 
decades. In the following, I provide a descriptive history of these conferences in order to 
offer a general outlook on how WHO has acted as a global authority in health promotion.
 The First International Conference on Health Promotion was held in Ottawa, 
Canada on November 17-21, 1986, and there have been eight subsequent conferences 
of which the latest was held in Shanghai, China, on November, 21-24, 2016. The global 
conferences have produced declarations and statements with a specific focus on various 
aspects of health promotion. These declarations, charters, and statements are non-
binding, and there are no enforcement or monitoring processes to follow-up on their 
impact. The influence of these policy declarations in terms of their ability to shape 
priorities and national health policies is almost impossible to measure objectively. Some 
documents such as the Ottawa Charter can be seen to have a significant impact on health 
promotion practices, debates, and academic research globally. However, it is very difficult 
to demonstrate causal links from high-level international declarations to policies 
implemented at the national level. Leger (2007) has summarized the principal value of 
international declarations in health promotion by stating: “Whatever their strengths and 
weaknesses, they provide many people, organizations and governments with a common 
and consistent set of beliefs, principles, arguments and actions about why it is essential 
to promote the health and well-being of everybody” (Leger, 2007, p. 181). Similarly, the 
authoritative policy statements provide support and direction for health promotion 
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practitioners in the field. In terms of concrete guidance, the need to engage and 
collaborate with non-health sectors has been one underlying element of all nine health 
promotion conferences from 1986 to 2016. In the following section, I briefly review the 
conference statements and their key themes.
 The First International Conference on Health Promotion (1986) produced the 
Ottawa Charter for Health Promotion (WHO, 1986b). The key focus of the Charter was 
briefly summarized in the introduction of this dissertation. The preparations for the 
conference were started a few years earlier; and the important conceptualization of 
health promotion can be found in the paper, “A Discussion Document on the Concept 
and Principles of Health Promotion” (WHO, 1984), which was based on a meeting 
organized by the WHO Regional Office for Europe on July 9-13, 1984. The WHO Health 
for All strategies also influenced the planning of the first health promotion conference, 
and a series of background papers were written on various aspects of health promotion.77 
Probably the most influential of these papers was Nancy Milio’s 5-page paper titled 
“Building healthy public policies: Focus for a new public health” (Milio, 1986).78 In her 
paper, Milio summarizes some of the key arguments of her book on promoting health 
through public policy (Milio, 1981) and calls for a more systematic assessment of the 
health impacts of policy decisions by stating:
Public policy has thus become inextricably linked to the prospects for human 
health. It must now be used in the health interests of the public. This does not 
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 77 I would like to offer my special thanks to Dr. Trevor Hancock for providing me with the 
background papers of the Ottawa conference.
 78 In her seminal 1981 book, Milio considered that almost all policy sectors have an 
influence on the health of the population. Several decades later, de Leeuw (2017) noted that some 
sectors seem to have greater importance and have received more attention than others: 
“Although Milio has demonstrated that virtually every walk of life, public policy, and civil society 
impacts on individual and population health, the sectors that have been identified persistently are 
education, housing and urban planning, transport and mobility, social protection and welfare 
support systems, and energy and sustainable development.” (de Leeuw, 2017, p. 334).
mean that health should be the sole or determining criterion for policy choices. It 
does mean that the health impacts of policy options, direct and indirect, intended 
or not, be brought to the attention of policymakers and be taken into account in 
public discourse within governments, the media, and elsewhere as policy 
decisions are made. (Milio, 1986)
 The Second International Conference on Health Promotion was held in Adelaide, 
South Australia, on April 5-9, 1988. The conference has been considered as a major 
milestone in the Health for All movement. The Adelaide Recommendations on Healthy 
Public Policy (WHO, 1988) built on the Alma-Ata Declaration and the Ottawa Charter by 
highlighting their principles and putting further focus on equity and human rights as areas 
of governments’ accountability for health. Several action areas are given special 
attention, such as women’s health, food and nutrition, tobacco and alcohol, and 
environmental hazards. The need for collaboration and coordinated intersectoral efforts is 
highlighted throughout the document.
 The Third International Conference on Health Promotion was held in Sundsvall, 
Sweden, on June 9-15, 1991. The Sundsvall Statement on Supportive Environments for 
Health (WHO, 1991) emphasizes the role of physical, social, economic, and political 
environments in damaging or supporting health. The conference statement calls for 
health, environment, and social justice advocates of all relevant sectors at all levels to 
work together towards the goal of Health for All. It also sets out two basic principles that 
should act as a basis for all work in health promotion: (1) Aiming towards greater equity, 
accountability, and sustainability and (2) recognizing the interdependence of all living 
beings and taking into account future generations. Promoting community action and 
empowerment of people were seen as defining factors in a “democratic health 
promotion approach” endorsed by the statement. In addition, the statement urges WHO 
and the United Nations Environment Programme (UNEP) to strengthen their collaboration 
to tackle conditions and products harmful to health and the environment.
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 The Fourth International Conference on Health Promotion was held in Jakarta, 
Indonesia, on July 21-25, 1997. It was also the first one of the health promotion 
conferences to involve the private sector and the first to be held in a developing country. 
The Jakarta Declaration on Leading Health Promotion into the 21st Century (WHO, 
1997b) reaffirmed the conclusions of the previous conferences and highlights health as a 
key investment that is linked to the global economy, financial markets, and trade policies. 
The conference declaration called for new collaborative responses that would break 
through traditional boundaries within and between the public and private sectors as well 
as engage NGOs. The participants endorsed the formation of a global health promotion 
alliance with seven priorities, which included raising awareness of the changing 
determinants of health, supporting collaboration for health, mobilizing resources for 
health promotion, collecting knowledge on best practices, and increasing transparency 
and accountability in health promotion. WHO was called on to take the lead in engaging 
different stakeholders to advance the above priorities in health promotion.
 The Fifth Global Conference on Health Promotion was held in Mexico City on 
June 5-9, 2000. The Mexico Ministerial Statement for the Promotion of Health (WHO, 
2000) restated the attainment of the highest possible standard of health as a positive 
asset and a necessary factor for equity and development. The conference statement 
called on governments to tackle health problems that hinder social and economic 
development. In addition, intersectoral action for health was emphasized by stating that 
there is an urgent need to address the social, economic, and environmental determinants 
of health through implementing “strengthened mechanisms of collaboration for the 
promotion of health across all sectors and at all levels of society.”
 The Sixth Global Conference on Health Promotion was held in Bangkok, Thailand, 
on August 7-11, 2005. The Bangkok Charter for Health Promotion in a Globalized World 
(WHO, 2005a) asserts that the global context for health has changed markedly since the 
Ottawa Charter. The charter builds on the earlier statements on health promotion but sets 
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a special focus on critical factors, including increasing inequalities, new patterns of 
consumption and communication, commercialization, global environmental change, and 
urbanization. It also states that new opportunities have arisen with the development of 
new information and communications technology. The Bangkok Charter lists four key 
commitments that consider making health promotion (1) central to the global 
development agenda, (2) a core responsibility for all governments at all levels, (3) a key 
focus of communities and civil society, and (4) a requirement for good corporate 
governance.
 The Seventh Global Conference on Health Promotion was held in Nairobi, Kenya 
on October 26-30, 2009. The Nairobi Call to Action (WHO, 2009b) set out five priority 
responsibilities for governments and other stakeholders in health promotion: (1) 
Strengthen leadership and workforces, (2) mainstream health promotion, (3) empower 
communities and individuals, (4) enhance participatory processes, and (5) build and apply 
the evidence base. In addition, the call for action endorsed the implementation of the 
recommendations of the WHO Commission on Social Determinants of Health (WHO, 
2008a). Intersectoral action for health was also highlighted in the statement stressing that 
“effectively addressing the determinants of health and achieving health equity requires 
actions and partnerships that extend beyond the health sector to implement forms of 
collaboration, cooperation, and integration between sectors” (WHO, 2009b, p. 5). 
 The Eight Global Conference on Health Promotion was held in Helsinki, Finland, 
on June 10-14, 2013. The Helsinki Statement on Health in All Policies (WHO, 2013c) calls 
on governments to “commit to health and health equity as a political priority by adopting 
the principles of Health in All Policies and taking action on the social determinants of 
health” (p. 2). The statement acknowledges that it is inspired by “the rich heritage of 
ideas, actions and evidence” that originated with the Alma-Ata Declaration (1978) and 
the Ottawa Charter (1986). It concludes that the previous WHO statements on health 
promotion “identified intersectoral action and healthy public policy as central elements 
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for the promotion of health, the achievement of health equity, and the realization of 
health as a human right” (WHO, 2013c, p. 1). The actions of the Helsinki Statement 
include ensuring effective structures, processes, and resources at all levels of government 
to promote health. The statement states that the health sector’s capacity to engage other 
sectors will require building institutional capacity and skills in leadership, partnership, 
advocacy, and mediation. Transparent audit and accountability mechanisms for health 
and health equity are highlighted as important measures to monitor these developments. 
Furthermore, governments are called on to establish conflict of interest measures to 
safeguard and protect policies from being distorted by commercial and vested interests.
 The Ninth Global Conference on Health Promotion was held in Shanghai, China, 
on November 21-24, 2016. The Shanghai Declaration on Health Promotion (WHO, 
2016e) states that the UN Sustainable Development Goals (SDGs) “establish a duty to 
invest in health, ensure universal health coverage and reduce health inequities for people 
of all ages.”79 In the context of achieving the United Nations Development Agenda 2030 
and the SDGs, the declaration calls for integrated and intersectoral responses to health 
challenges in a situation where economic growth alone does not guarantee 
improvements in population health. Three priority areas are highlighted in the 
declaration: (1) Good governance as a crucial factor for health, including mechanisms to 
protect health through public policies (e.g. legislation, regulation, taxation, and fiscal 
policies in general); (2) cities and communities as critical settings for health, including 
policies that promote equity and create co-benefits between the health sector and other 
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 79 A recent major development in global health, the Sustainable Development Goals 
(SDGs), were adopted on September 25, 2015 by the 193 countries of the United Nations General 
Assembly. The SDGs are officially known as "Transforming our world: The 2030 Agenda for 
Sustainable Development", and they consist of 17 goals and 169 targets. The SDGs are the 
successor to the Millennium Development Goals (MDGs) that were adopted in 2000. In terms of 
health, the SDGs are important because they have an explicit focus on health, articulated in Goal 3 
and its targets, and because they promote intersectoral collaboration to address many of the 
social determinants of health. 
city policies; and (3) health literacy as a factor that empowers and drives equity, including 
investments in the strengthening of health literacy in all populations and in all educational 
settings. The Shanghai Declaration urges political leaders from different sectors and from 
different levels of governance to promote health and well-being in all SDGs. This work is 
expressed as a shared responsibility and demands coordinated action by all concerned. 
The declaration ends with a statement where the participants pledge “to accelerate the 
implementation of the SDGs through increased political commitment and financial 
investment in health promotion.”80
 The purpose of this section was to provide a descriptive outline of how WHO has 
worked through international health promotion conferences since 1986 (see Table 4). In 
terms of promoting intersectoral policymaking, the most significant health promotion 
conferences were Ottawa (1986), Adelaide (1988), and Helsinki (2013). The final 
statements from these conferences clearly asserted the importance of intersectoral action 
for health with slightly varied emphases. In the next chapter, I will move on to my 
research questions, data collection procedure, and method of analysis.
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 80 As articulated in the Shanghai Declaration (WHO, 2016e), the promotion of sustainable 
development has many linkages to health and especially to intersectoral approaches. One 
important aspect is that the SDGs are not directed only to developing nations; well-developed 
nations are encouraged to produce their own national implementation plans. To date, many 
countries have produced documents that consider the implementation of the SDGs at the national 
level.
Table 4. WHO Global Conferences on Health Promotion, 1986-2016
Year WHO Conference Statements on Health Promotion
1986 Ottawa Charter for Health Promotion. First international conference on 
health promotion, Ottawa, Canada, November 17-21, 1986.
1988 Adelaide Recommendations on Healthy Public Policy. Second 
international conference on health promotion, Adelaide, South 
Australia, April 5-9, 1988.
1991 Sundsvall Statement on Supportive Environments for Health. Third 
international conference on health promotion, Sundsvall, Sweden, 
June 9-16, 1991.
1997 Jakarta Declaration on Leading Health Promotion into the 21st 
Century. Fourth international conference on health promotion, Jakarta, 
Indonesia, July 21-25, 1997.
2000 Mexico Ministerial Statement for the Promotion of Health. Fifth global 
conference on health promotion, Mexico City, June 5-9, 2000.
2005 The Bangkok Charter for Health Promotion in a Globalized World. Sixth 
global conference on health promotion, Bangkok, Thailand, August 
7-11, 2005.
2009 Nairobi Call to Action. Seventh global conference on health 
promotion, Nairobi, Kenya, October 26-30, 2009.
2013 Helsinki Statement on Health in All Policies. Eight global conference on 
health promotion, Helsinki, Finland, June 10-14, 2013.
2016 Shanghai Declaration on Health Promotion. Ninth global conference 
on health promotion, Shanghai, China, November 21-24, 2016.
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CHAPTER 4: RESEARCH QUESTIONS, DATA, AND METHODS
4.1 Research questions
The main rationale for this dissertation stems from the perceived difficulty in 
implementing intersectoral action for health, even though the idea has been strongly 
promoted by WHO, health policy experts, and health advocates since the late 1970s. In 
my literature review, I showed (especially in the context of WHO) that there is a strong 
consensus that intersectoral action for health is necessary to address the most pressing 
health challenges in an effective and comprehensive way. Similarly, my review indicated 
that the health sector alone cannot address many of the social determinants of health 
that are crucial to the health of the population. Fundamentally, the need to take action on 
health is based on international human rights agreements, which form the normative 
base and justification for governments to promote the health of their citizens. Based on 
the above perspectives, I have defined three general aims and three guiding research 
questions for my dissertation.
The three main aims of this dissertation are:
 1. To explore the historical and conceptual development of intersectoral action for 
 health equity by reviewing international policy documents and the academic 
 literature; 
 2. To shed light on the challenges to, and opportunities for, the implementation of 
 intersectoral action for health; and
 3. To consider the future of intersectoral collaboration in health promotion.
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I used three guiding research questions:
 1. How do the expert informants within the WHO Regional Office for Europe 
understand the concepts of “intersectoral action for health” and “governance for 
health”?
 2. What factors do the academic literature and key informants identify as the 
main challenges/barriers to intersectoral action for health?
 3. Which factors facilitate the implementation of intersectoral action for health 
and what type of opportunities can be identified to promote health through 
intersectoral collaboration in the future?
4.2 Research design
This study is a qualitative study based on semi-structured interviews with key informants, 
who consisted of WHO Programme Managers, Unit Leaders, Technical Officers, and two 
Directors. These WHO experts exert significant influence over the implementation of 
WHO programs in Europe and act as normative agents in shaping the health policy 
landscape internationally. The study utilized strategies and principles derived from 
content analysis and thematic analysis to examine the key challenges and opportunities 
for the implementation of intersectoral action for health. Computer-assisted qualitative 
data analysis software (NVivo 11) was used as a tool to assist sorting and coding the 
collected data.
 One of the aims of this study is to systematically explore and identify ways by 
which intersectoral action for health could be better facilitated in the future. Before 
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describing my data and methods in more detail, I will look into some general 
methodological considerations related to social science research.
4.2.1 Methodological considerations
There are numerous qualitative, quantitative, and mixed-methods approaches available 
to study policy contexts and processes (Bryman, Bell, & Teevan, 2012). The data sources 
for qualitative studies can include existing policy documents, key informants, on-site 
observations, and many other forms of non-numerical data (e.g. verbal, written, and 
visual). Quantitative policy studies use existing statistics, surveys, and other forms of 
quantified data.
 In general, a data analysis can be carried out in many different ways, and it also 
depends on the type of the data that is being analyzed. Qualitative data analysis relies 
largely on interpretative techniques, which can include identification, categorization, 
coding, and many other ways of interpreting the data (Given, 2008; Mason, 2002; 
Silverman & Marvarsti, 2008). There are many approaches to qualitative research, but 
there are still no universal rules, and the “fluidity” of the process is almost always an 
essential part of qualitative research. In some cases, qualitative researchers can utilize 
content analysis and other methods that turn qualitative findings into numerical form 
(Mayring, 2000). Some approaches, such as grounded theory, aim to make qualitative 
research more rigorous by highlighting a certain set of steps that a researcher should 
follow (Charmaz, 2006; Glaser, 1998; Strauss & Corbin, 1990).
 In contrast to qualitative methods, quantitative analysis is based on statistical rules 
and other mathematical models. These methods can include various statistical tests to 
test hypotheses and form models that show statistical correlations between the measured 
factors (VanderStoep & Johnston, 2009). There are numerous computer programs 
available to help the analysis of qualitative data (e.g. NVivo, Atlas.ti) and quantitative 
data (e.g. SPSS, Stata). Researchers should be reflective in their choice of methods and 
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what they can claim based on the findings. In qualitative studies, one should reflect on 
whether another researcher would interpret and code the studied subject matter in a 
similar way (inter-rater reliability) and how the researcher’s own cultural or contextual 
presumptions (or biases) might influence the interpretative processes and the validity of 
results. In quantitative studies, many challenges are related to the method of statistical 
analysis as well as to the data collection, e.g. how a certain phenomenon has been 
operationalized to measurable variables and the quality of data in terms of its statistical 
significance.
 A mixed-method approach can aim to combine both qualitative and quantitative 
data sources. For instance, Baum (1995) argues that health researchers should be willing 
to apply diverse methodologies that are suited to the problem being investigated. This 
perspective highlights that both epidemiological and interpretive research methods have 
their place in studying public health problems because these problems result from 
complex causes and interactions between social, economic, biological, and 
environmental factors.
 Regardless of the chosen method, the role of theory and existing academic 
research is important to contextualize the study, understand the studied phenomena, and 
convince other researchers who might be examining the results. New studies need to link 
themselves to existing and published knowledge and through those linkages academic 
papers can further contribute to academic discourses and debates. In terms of 
methodological awareness, two terms are important: validity and reliability (Silverman & 
Marvarsti, 2008, p. 257-276). Validity can be understood as a synonym for truth, i.e., are 
the results logically and factually sound? If the validity is high, then the research findings 
represent the phenomena in a truthful way. Reliability refers to the degree of consistency 
in the interpretation of the findings, i.e., would different researchers end up with similar 
results with the same data? In qualitative research, strategies to attain validity and 
reliability include prolonged engagement with the subject matter, systematic 
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observations, using multiple methods, and triangulation of sources (Lincoln & Guba, 
1985, p. 289-331). 
 The point of saturation is an important concept in terms of evaluating the validity 
of the findings (Firmin, 2008). For instance, the results can be assessed to be more valid 
when it is evident that continuing interviews, or collecting other data, will provide little 
new information. In other words, informants keep reporting ideas that were already 
brought up and continuing data collection does not produce any new and meaningful 
results. Similarly, triangulation of sources by using existing literature and documents can 
increase the validity of research. If some themes or ideas that were identified in the 
literature seem to be missing from the data, the researcher should pay special attention 
to explain the results. Lincoln and Guba (1985, p. 289-331) use the term 
“trustworthiness” to refer to a researcher’s ability to give a detailed and credible 
description of the contextual factors, methods, and the process of analysis in order to 
increase the reliability and validity of qualitative research. In the following section, I will 
describe my choice of methods and the process of data collection.
4.2.2 Planning the study
The idea for this dissertation was born from the reading of academic policy debates and 
international policy documents considering the unwillingness of governments to 
forcefully take an intersectoral approach to health. Since the 1970s, the reoccurring policy 
suggestion by WHO has been to engage non-health sectors in health promotion. Despite 
the recommendations by the WHO Regional Office for Europe, many governments still 
do not consider the health impacts of policies implemented by non-health sectors in a 
systematic way. Interviewing officials across European governments would have been one 
possible strategy to gain new insights into the challenges and opportunities for 
intersectoral action for health. However, due to time and resource constraints, in this 
study a decision was made to limit the data collection to WHO staff. As a researcher, I 
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was provided an opportunity to interview WHO experts to seek answers to the question 
of why the implementation of intersectoral initiatives has been challenging and what 
success factors could be identified that could facilitate further intersectoral action for 
health.
4.3 Data collection
The data collection of this dissertation was based on purposive sampling with 28 key 
informants at the WHO Regional Office for Europe in Copenhagen. In what follows, I will 
summarize my rationale for the use of interview data and provide details of the data 
collection process.
4.3.1 Purposive sampling
The informants for this study were recruited through purposive sampling, i.e. their 
professional role is associated with having expert knowledge that is relevant to this 
dissertation. Palys (2008) describes purposive sampling as a series of strategic choices 
that tie the sample to the objectives of the study. The general principle of purposive 
sampling can be illustrated by the statement: “Think of the person or place or situation 
that has the largest potential for advancing your understanding and look there” (Palys, 
2008, p. 698). 
 In this dissertation, the purposive sampling could be described as “stakeholder 
sampling”, as WHO experts are the key actors involved in designing and implementing 
international health programs.81 WHO is probably the most significant normative actor in 
global health, and its experts aim at influencing national decision-makers and policies by 
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 81 The sampling in this study could be also understood as “paradigmatic case sampling” in 
the sense that all the informants were running or otherwise involved with WHO programmes and 
activities. They could be seen as exemplars of a certain class and sharing many similar values and 
other qualities (see Palys, 2008).
providing recommendations and other technical advice in the health arena. In terms of 
promoting health equity, the WHO Regional Office for Europe in Copenhagen has been a 
lead actor shaping the health policy landscape and many of the widely used concepts 
related to health equity originated in the Regional Office and its publications. (See 
Whitehead, 1990 as one example).
4.3.2 Key informant interviews
I utilized the key informant method where expert informants were asked to answer 
questions in an interview (Marshall, 1996; Weiss, 1994). The interviews were semi-
structured and based mainly on open-ended questions. I considered the WHO experts to 
present Tremblay’s classical characteristics of ideal informants (Tremblay, 1957).82 In terms 
of my study, it was important that my informants were well aware of the developments of 
health policy in the WHO European region and globally. Expert informants might have 
been involved in the processes that lead to the implementation of a certain policy and 
therefore can provide greater insights into policymaking processes in a way that cannot 
be known by only analyzing published policy documents. Expert informants are also 
capable of providing the essential information in a concise format with a focus on the 
descriptive in-depth information of the studied phenomenon (Marshall, 1996). My aim 
was to include highly knowledgeable informants who have been involved in the process 
of producing and implementing WHO strategies and policy papers during the past years. 
The informants worked mainly with national-level focal points (e.g. national ministries and 
WHO country offices) and less with local-level and non-governmental actors. Most of the 
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 82 According to Tremblay (1957) the ideal key informant has the following characteristics: 
(1) Role in community: the informant has access to relevant information, (2) knowledge: the 
informant has gained meaningful understanding in his or her field, 3) willingness: the informant 
wants to cooperate with the researcher, (3) communicability: the informant is able to communicate 
effectively, and (4) impartiality: the informant is “unbiased”, or biases are made visible (Marshall, 
1996; Tremblay, 1957).
informants considered that the main type of intersectoral action is collaboration between 
different health and non-health ministries, where as some informants also highlighted 
intersectoral action as an interplay and collaboration between the public sector, non-
governmental organizations, and the private sector.
 Before the interviews, I familiarized myself with the literature on interviewing elites 
and leading decisions-makers. The best interview strategy depends on the context. 
However, some general guidelines should be considered prior to the actual interviews. 
Harvey (2011) gives some practical tips specifically for elite interviews. For instance, elites 
might avoid answering the question asked. In those cases, it is a good strategy to be 
persistent and ask again but give up if it is clear that the person is not going to answer. 
Usually, it might be beneficial to place difficult questions in the middle of an interview 
and say something like "this is not a question I would ask you if we met socially but my 
purposes here are quite different" (Harvey, 2011). Maintaining silence can lead to more 
detailed answers. In addition, the researcher can openly ask for feedback, comments, and 
criticism, which may make the informant less defensive as well as improve the quality of 
the research. Furthermore, Marshall (1996) states that the researcher should respect the 
informant’s interests, sensitivities, and position. The informants should not be exploited, 
and the researchers should not have any hidden agendas.
4.3.2 Process
The data collection was preceded by a planning process carried out by a project group 
within the Division for Policy and Governance for Health (PCR) at the WHO Regional 
Office for Europe. The core project team involved the director of the division and a 
Programme Manager and the author of this dissertation. In addition to this PhD study, it 
was concluded that the project would be aimed at benefiting the work of WHO. Concrete 
internal outputs were specified as (1) raw data and notes, (2) a set of case studies, and (3) 
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an internal report summarizing the results.83 Based on multiple discussions within the 
project team, I formulated the first draft of the interview guide. The draft version was 
later commented on and revised several times (see Appendix B).
 After the interview guide was formulated and approved by the project team, the 
next step involved identifying the WHO Program Managers, Unit Leaders, and Technical 
Officers who could act as the key informants through interviews. First, I searched the 
WHO internal directory to identify everyone with a “Programme Manager” title at the 
WHO Regional Office in Copenhagen. Later the project team made additional 
suggestions about Technical Officers and Team Leaders who could provide essential 
information. In total, 30 informants were identified and contacted by email.84 The email 
described the purpose of the project and briefly outlined its focus on intersectoral action 
for health. The email contact was accompanied with a kind wish to everyone to 
participate and to schedule 30 to 60 minutes for an interview. The data collection 
resulted in 28 interviews that took place either in-person (N=24) or via Skype (N=4). Only 
2 of 30 identified informants did not participate in the process due to scheduling issues 
beyond the control of the researcher or the project team. A total of 28 interviews were 
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 83 An internal WHO working paper titled “Mapping exercise to support intersectoral 
action: Results of the in-house consultation with Program Managers, Unit Leaders, and Technical 
Officers at the WHO Regional Office for Europe” (18 pages and a 25-page annex) was completed 
in November 2015.
 84 The email that was sent to the informants included the following short description: 
“In your programmatic area, we are interested to know of country experiences and good practices 
of intersectoral action for health. In particular we are looking for high-level mechanisms that were 
introduced to develop and/or implement policies, strategies or plans in your area of expertise.
Key themes of the consultation
1. Intersectoral action for health: mechanisms, structures, and instruments
2. Opportunities and barriers to intersectoral action for health
3. Policy development and support for taking action
4. Case studies and good practices from the European region.”
carried out, which included 17 Program Managers, 4 Technical Officers, 4 Unit Leaders, 1 
Director, 1 Consultant, and 1 Director of a WHO Collaborating Centre (see Appendix C). 
 The length of individual interviews varied from approximately 30 minutes to one 
hour, and the duration of all recorded interviews was 23 hours and 23 minutes. All 
interviews were digitally recorded with the consent of the informants. At the beginning of 
each interview, I explained that the process will contribute to the WHO’s internal 
development as well as to my personal PhD dissertation. The informants were informed 
that they will get an internal report that summarizes the results and that they will be 
provided with an opportunity to comment on its draft version before it is made final. A 
consent form was also provided at the face-to-face interviews and emailed to those who 
were interviewed via Skype.
 I wrote notes during the interviews and prepared a detailed written summary, 
usually within a few days following the interview. The preparation of written summaries 
involved listening to the recordings and identifying the key inputs and highlights that 
were seen to answer the questions presented in the interview guide. These detailed 
notes were later imported to NVivo for content and thematic analysis. Along with 
interview notes, I wrote short notes (memos) during the research process. The process of 
memoing has been defined as “the act of recording reflective notes about what the 
researcher (fieldworker, data coder, and/or analyst) is learning from the data. Memos 
accumulate as written ideas or records about concepts and their 
relationships” (Groenewald, 2008, p. 505).
4.4 Analysis of the qualitative data
Qualitative methods can be especially useful in gaining a deeper understanding of a 
phenomenon by utilizing detailed descriptions and an in-depth analysis (Flick, 2009). In 
addition to providing answers to research questions, one of the related objectives of a 
qualitative researcher is to tell a convincing story about the data (Glesne, 2006).
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 I utilized content analysis as the first preliminary method to analyze expert 
interviews, which was later followed by thematic analysis to produce higher-level thematic 
categories and interpretations (Ayres, 2008; Braun & Clarke, 2006; Mayring, 2000). In the 
following, I review the general aspects of how these two methods have been used to 
analyze various types of qualitative data across academic disciplines.
4.4.1 Content analysis
Content analysis aims at analyzing the data by quantifying it as well as finding meanings 
and connections. Julien (2008, p. 120) defines qualitative content analysis as: ”the 
intellectual process of categorizing qualitative textual data into clusters of similar entities 
or conceptual categories and to identify consistent patterns and relationships between 
variables or themes.” In a qualitative content analysis, one can utilize inductive or 
deductive category development (Mayring, 2000). In contrast, a quantitative approach to 
content analysis is deductive in the sense that the researcher applies preselected 
categories to quantify the frequencies of those variables in the data. 
 A qualitative approach to content analysis is usually inductive and it starts with a 
close reading of the material in order to derive new categories and meanings from the 
data. However, the division between inductive and deductive approaches in social 
research is the focus of many debates, especially in relation to qualitative approaches 
such as grounded theory. An idealized version of grounded theory would argue that 
various themes “emerge” from the data when the data is approached without any pre-
existing theories or preconceptions. A more realistic approach is to recognize that there 
are always some existing knowledge and cognitive processes that drive the analytical 
process and influence the analysis of qualitative data. As an alternative to “a purely 
inductive approach”, it has been suggested that this pre-existing knowledge should be 
made explicit in qualitative research, for instance by utilizing “sensitizing concepts” that 
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can provide starting points for the analysis and interpretation of the data (Bowen, 2006).85 
Qualitative analysis is almost always an iterative process where the researcher revises 
previously identified categories during the entire length of the research process (Julien, 
2008). Qualitative content analysis itself is not tied to any theoretical perspective or 
framework and the data is open to subjective interpretation and reflects multiple 
contextual meanings (Julien, 2008, p. 120). 
4.4.2 Thematic analysis
Thematic analysis is a qualitative method used to identify, analyze, and report patterns 
within the research data (Braun & Clarke, 2006). It is used to organize and describe a rich 
data set by organizing and describing the key topics and ideas. Ideally, a theme captures 
important aspects of the data to address the research questions and provides a patterned 
response or meaningful interpretation (Braun & Clarke, 2006, p. 82). Thematic analysis is 
seen as a particularly flexible approach, and it can be used to produce both data-driven 
and theory-driven analyses (Clarke & Braun, 2013). Thematic analysis is often not only 
descriptive but aims at an interpretation of the data.86 A division has been made between 
semantic and latent themes, of which semantic themes are constructed from the explicit 
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 85 The term “sensitizing concept” was introduced by sociologist Herbert Blumer (1954, p. 
7) who contrasted it with “definitive concepts” by writing: “A definitive concept refers precisely to 
what is common to a class of objects, by the aid of a clear definition in terms of attributes or fixed 
bench marks. . . . A sensitizing concept lacks such specification of attributes or bench marks and 
consequently it does not enable the user to move directly to the instance and its relevant content. 
Instead, it gives the user a general sense of reference and guidance in approaching empirical 
instances. Whereas definitive concepts provide prescriptions of what to see, sensitizing concepts 
merely suggest directions along which to look. (Blumer, 1954, p. 7; cited in Bowen, 2006).
 86 According to Merton (1975), political scientists concluded that content analysis was not 
a sufficient method to analyze communications and especially propaganda; therefore, thematic 
analysis was developed to better “identify implicit as well as explicit themes in order to infer states 
of mind of the communicator and to interpret responses to the communication” (Merton, 1975, p. 
336). 
and surface meanings of the data, i.e. what is being actually said.87 On the other hand, 
the analysis of latent themes involves an interpretive process to identify the “underlying 
ideas, assumptions, and conceptualisations – and ideologies – that are theorised as 
shaping or informing the semantic content of the data” (Braun & Clarke, 2006, p. 84). In 
contrast to content analysis, thematic analysis involves making contextual linkages and 
reintegrating the analysis to its source whereas content analysis can involve coding the 
data without connecting the findings to the original account and its context (Ayres, 2008, 
p. 867). 
 There are no universal, step-by-step guidelines for conducting a thematic analysis, 
however, on a more general level, Braun and Clarke (2006) have outlined the six phases 
of thematic analysis:
(1) Familiarization with the data;
(2) Generating initial codes;
(3) Searching for themes;
(4) Reviewing themes;
(5) Defining and naming themes;
(6) Producing the report.
 Similarly, Ryan and Bernard (2003) suggest that thematic analysis consist of at 
least four separate tasks: (1) Discovering themes and subthemes, (2) winnowing themes 
to a manageable few, (3) building hierarchies of themes or code books, and (4) linking 
themes to theoretical models (Ryan & Bernard, 2003, p. 85). In addition, Ryan and 
Bernard (2003) share useful strategies on how to induce themes from empirical data. 
These strategies can be briefly listed as identifying features such as repetition, indigenous 
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 87 Saldaña (2016, p. 297) describes a theme as “an extended phrase or sentence that 
identified what a unit of data is about and/or what is means. A theme may be identified at the 
manifest level (directly observable in the information) or at the latent level (underlying the 
phenomenon). Themes can consist of such ideas as descriptions of behavior within a culture; 
explanations for why something happens; iconic statements; and morals from participant stories.”
categories88, metaphors or analogies, transitions, similarities and differences, linguistic 
connectors, missing data, and theory-related material (Ryan & Bernard, 2003). Ayres 
(2008) outlines thematic analysis as a data reduction and analysis strategy to categorize, 
summarize, and reconstruct the data to capture the important concepts within it (Ayres, 
2008, p. 867). In contrast to various open coding strategies (e.g. grounded theory), 
thematic coding aims at data reduction by providing only the essential and condensed 
descriptions and interpretations. An essential part of the coding process in qualitative 
research is writing memos and notes based on the codes. In general, memos can assist 
the researcher by providing insights and summaries that can be later organized into 
subcategories and themes.
 Through content and theme analyses, this study aimed at gaining an insight into 
underlying factors that have had a negative or positive influence on the implementation 
of intersectoral action for health.
4.4.3 Process of organizing qualitative data
The process of organizing qualitative interview data normally involves extracting the data 
from personal notes and/or audio recordings. With regard to recorded interviews, there 
are several transcription levels, where the most accurate is a word-for-word transcription 
that includes elements such tone of voice, body language, and pauses. These factors are 
relevant when applying some specific methodologies such as conversation analysis. 
However, depending on the research approach, it is often sufficient to transcribe only the 
key messages and themes. For instance, Saldaña writes that probably a majority of 
researchers “feel that only the most salient portions of the corpus related to the research 
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 88 Ryan and Bernard (2003, p. 89) explain the term “indigenous categories” in relation to 
unfamiliarity: “Another way to find themes is to look for local terms that may sound unfamiliar or 
are used in unfamiliar ways. Patton (1990:306, 393–400) referred to these as ‘indigenous 
categories’ and contrasted them with ‘analyst-constructed typologies’.”
questions merit examination, and that even up to one-half to two-thirds of the total 
record can be summarized or ‘deleted’, leaving the remainder for intensive data 
analysis” (Saldaña, 2016, p. 17). 
 As an alternative to full verbatim transcription of interview data, Halcomb & 
Davidson (2006) have suggested an alternative method of data management, which they 
describe as “a cost–effective, constructive, and theoretically sound process through which 
to manage verbal interview data” (Halcomb & Davidson, 2006, p. 42). Their suggested 
process of data management comes with six steps: (1) Audiotaping of interview and 
concurrent note taking, (2) reflective journalizing immediately after an interview, (3) 
listening to the audiotape and amending/revising field notes and observations, (4) 
preliminary content analysis, (5) secondary content analysis, and (6) thematic review 
(Halcomb & Davidson 2006, p. 41-42). 
 The above process also resembles the method utilized in this study. In addition, I 
imported interview recordings to NVivo, and they were available to me during the whole 
research process. The first stage of my analysis consisted of writing detailed summaries of 
the interviews on text-processing software. The second stage involved constructing 
summary tables that were categorized based on the research problem (e.g. “what is 
intersectoral action for health”, “challenges”, “opportunities”). The third stage entailed 
importing the transcribed documents to NVivo for further analysis.
 My analysis involved listening to the interview recordings, writing detailed memos 
of the interviews, and later closely reading the memos.89 There were multiple rounds of 
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 89 Maiette (2008) describes the purpose of codes in qualitative research: “Codes are used 
to organize sections of text into key topics defined by researchers. A review of text by codes is a 
key component of diagnosing patterns of discussion within qualitative data” (Maietta, 2008, p. 
105).
coding and producing higher-level categories based on the sub-codes.90 The interpretive 
process was guided by a group of sensitizing concepts that were derived from the 
existing literature. These concepts included “health”, “the social determinants of health”, 
“the right to health”, “health promotion”, “intersectoral action for health”, and 
“governance for health”. Through the understanding of the above concepts, I obtained 
an interpretative framework for answering my research questions: (1) The understanding 
of intersectoral approaches to health (what it involves, why, and how), (2) challenges and 
barriers related to the implementation of intersectoral action for health, and (3) facilitating 
factors and opportunities related to the implementation of intersectoral action for health.
 While conducting the coding with NVivo, I repeatedly listened again to the 
interviews to make sure that I did not fail to catch any important viewpoints. As 
suggested by Firmin (2008), I looked for repeated statements and ideas in the interview 
data and wrote a number of short memos to summarize the key points raised by the 
informants. These reoccurring ideas led me to a number of themes concerning the 
barriers and opportunities for intersectoral action for health. The evolution of my themes 
followed the description by Ayres (2008, p. 867), who writes that in thematic coding, 
“coding categories are reconceptualized, renamed, reorganized, merged, or separated 
as the analysis progresses; categories are seldom static and never inviolate, as they are 
subject throughout the analysis to the search for alternative interpretations or 
disconfirming evidence.” Although the data was collected through semi-structured 
interviews, I did not intentionally raise specific challenges or opportunities during the 
interviews that I would have expected the informants to talk about. From this perspective, 
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 90 Qualitative analysis can be carried out in a traditional way “by hand”, which involves 
using pen and paper. Another option is to use a word processor and spreadsheet software, such 
as Microsoft Word and Excel. However, there are many specialized computer programs available 
that can facilitate the analysis and help to sort out qualitative data (Maietta, 2008). In this study, 
the choice for a computer-assisted qualitative data analysis software was NVivo 9 by QSR 
International (http://www.qsrinternational.com). NVivo has become a widely used academic 
standard and it is available for both Windows and Mac computers.
the final themes resulted from a data-driven inductive process. The process of 
formulating my themes involved de-contextualizing data from the interviews to represent 
a more generalized phenomenon, which was later followed by re-contextualizing these 
ideas into themes. The process resulted in ten key challenges/barriers and ten key 
opportunities/facilitators for intersectoral action for health, which are examined in the 
findings section of this dissertation.
4.4.4 Limitations
A few important limitations apply to this study. In this PhD project, it was not possible to 
assess inter-coder (or inter-rater) reliability. The term inter-coder reliability refers to the 
extent to which independent coders reach the same conclusions when analyzing the 
same material (Lombard, Snyder-Duch, & Bracken, 2010). A higher level of reliability and 
consistency can be achieved when two or more coders end up with the same categories 
or reach an inter-coder agreement. This study was carried out by one researcher, and 
therefore an inter-coder evaluation of codes and themes was not possible.
 Another limitation of this study is related to the homogeneity of the informants. 
The use of a sample embedded within the WHO limited the potential for identifying 
alternative voices that might question the value of an intersectoral approach to 
health. The informants of this study were “insiders” within WHO with a particular 
understanding of intersectoral action for health. In addition, in their professional position 
they were strongly expected to support the overall strategy of their organization where 
commitment to intersectoral action for health plays a major role. 
 Many of the expert informants shared similar educational and professional 
backgrounds and worked in the same organization. This was considered a strength 
because it provides deeper insights into the views of the selected expert group, but it 
can also be seen as a weakness. In other words, some important and relevant insights 
into the studied phenomenon might not occur if the informants are too similar to each 
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other. In this study, a thematic analysis indicated that saturation of the data took place 
because not many new themes occurred after approximately twenty interviews. In the 
future, the above limitations could be avoided by involving multiple researchers in the 
coding process and expanding the scope of informants to include other organizations 
and/or other sectors besides the health sector.
 As a researcher, I explained that the data will be used in my PhD dissertation, 
which focuses on the barriers and facilitators to the implementation of intersectoral action 
for health. The relationship of the researcher to some subjects was collegial, but in most 
cases they met for the first time at the interview. The Director of the Division of Policy and 
Governance for Health and Well-being at the WHO Regional Office for Europe had 
informally encouraged the informants to participate in the data collection of this study. It 
is likely that this encouragement contributed to the high participation rate, as only 2 of 30 
identified informants did not give an interview. However, it is unlikely that the 
endorsement from the senior management would have caused any major coercion in 
terms of the key findings of this study. However, two perspectives could be considered in 
this context: (1) An assumption can be made that the informants were less likely to openly 
criticize their supervisors or the management structure of WHO, and (2) due to strong 
organizational support for intersectoral approaches, the informants were likely to voice 
the importance of the project. The core focus of the interviews was on the barriers and 
facilitators of intersectoral action, of which many are at a very general level. In this 
context, the limitation could be that the informants may have become hesitant to speak 
about internal inefficiencies in relation to the WHO structures, management, or working 
methods in general. However, as a researcher, I did not see this as posing a significant 
risk that would distort my findings as my main focus was not on the WHO’s internal work, 
but on the universal barriers and facilitators to intersectoral action for health that are 
generally located outside of WHO structures.
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4.4.5 Ethics
From the ethical perspective, the risks of my study were considered to be minimal, as 
great care was taken to maintain confidentiality and high ethical standards. The 
interviewees in this study did not form a disadvantaged and vulnerable group of people, 
but were rather the opposite by being high-status individuals. Some of the risks included 
informants disclosing confidential information and not being aware of doing so at the 
time of their interview. In addition, they could have shared politically contested ideas and 
opinions that could have endangered their professional position. However, the challenge 
was minimal, as it was more likely that the informants’ high positions gave them 
experience in sharing only information filtered for political acceptability. As a benefit to 
the participants, it was highlighted that they are provided with an opportunity to reflect 
upon their activities in working in health policy and perhaps gain new insights into their 
work.
 After my dissertation proposal was approved by my supervisory committee, it was 
submitted to York University’s Ethics Review Committee for approval. As part of the 
process, I obtained a training certificate that is issued after successful completion of the 
“Tri-Council Policy Statement 2 (TCPS 2) Course on Research Ethics.” Three guiding 
principles of the TCPS 2 on Ethical Conduct for Research Involving Humans are (1) 
respect for persons, (2) concern for welfare, and (3) justice (CIHR, NSERC, & SSHRC, 
2010). The above principles guided my dissertation research.
 The informants for this study were asked to sign an informed consent form and a 
copy of the form was provided to them. During the research process, the data (recorded 
interviews and notes) were securely stored on a personal computer protected with a 
password. Hardcopy data (e.g. transcripts) were securely stored in a researcher's personal 
locked storage cabinet and the print-outs will be destroyed upon the completion of the 
dissertation. In addition, after the final submission of the dissertation, the electronic data 
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were encrypted with a strong Advanced Encryption Standard (AES) algorithm for long-
term storage and archived to an external hard disk.
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CHAPTER 5: FINDINGS
This chapter reports the key findings based on a thematic analysis of the key informant 
interviews. First, the informants’ understanding of the key concepts is summarized in 
order to gain insights into how they understand intersectoral collaboration and 
governance for health. Second, the key challenges and barriers to intersectoral action are 
presented in ten thematic areas that were derived through content and thematic analyses 
of the interview data. The foundation of this categorization lies in the perspectives that 
key informants brought up when they were specifically asked to discuss challenges and 
barriers to intersectoral action for health. Third, the key opportunities and facilitating 
factors are organized under ten main themes that reflected the perspectives of the 
informants.
 It is important to note that the following categorization highlights the priorities of 
informants. However, it should also be noted that very often challenges and opportunities 
are the opposite sides of the same coin, and their interpretation depends on the chosen 
perspective, as the following informant states:
I mean what has facilitated intersectoral action and what has made it more difficult 
are often the same things in the sense that the presence of something has 
facilitated it and the absence of it has been the barrier. (Interview 2)
 The focus of this study was on the factors that were highlighted by the expert 
informants and ensuring that their professional as well as subjective perspectives are 
respected when presenting the research findings. Direct quotations from the informants 
are used to exemplify some of the key findings as well as give informants their own voice 
to describe the important factors that can influence intersectoral policymaking and 
related policy processes. In summary, the following thematic analysis aims at a 
comprehensive review of the specific factors that are seen as having a negative or 
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positive effect on the implementation of intersectoral mechanisms and initiatives at the 
local, regional, national, and global levels of governance.
5.1 Understanding of the key concepts
At the beginning of each interview, a research informant was asked a direct question on 
how he or she understands the concepts of “intersectoral action for health” and 
“governance for health.” In this study, this clarification of the key concepts was seen to 
be important before the informants were asked any further questions about possible 
challenges and opportunities that can influence the implementation of intersectoral 
mechanisms and initiatives. The following two sections focus on the conceptual 
understanding of the key terms of the study.
5.1.1 Intersectoral action for health
The key informants were asked how they understand the concept of intersectoral action 
for health in light of their own programmatic area and professional experience. In 
general, informants expressed that intersectoral action for health is nothing new but it is 
gaining in importance and the rhetoric justifying intersectoral collaboration is getting 
stronger. A number of informants highlighted that the European health policy framework, 
Health 2020, is the key strategic vehicle for promoting intersectoral action in the WHO 
European Region (WHO, 2013b).91 In addition, the current UN Social Development Goals 
(SDGs) were seen as providing support for engaging a wider array of sectoral actors in 
promoting health (UN General Assembly, 2015). The work of the Commission on Social 
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 91 The Health 2020 policy framework has four priority areas: (1) Invest in health through a 
life-course approach and empower citizens, (2) tackle Europe’s major disease burdens of non-
communicable and communicable diseases, 3) strengthen people-centred health systems and 
public health capacity, including preparedness and response capacity for dealing with 
emergencies, and (4) create supportive environments and resilient communities (WHO, 2013b).
Determinants of Health (2005-2008) and its final report (WHO, 2008a) were seen as 
important milestones that have increased the awareness of the complexity of the 
determinants of health. For example, one informant said, “During the past 10 years there 
has been a huge shift towards intersectoral action in my area; previously the perspective 
was narrower” (Interview 18). Another informant reflected the evolution of the concept in 
the following way:
Intersectoral action is a concept that has been around in public health for many 
years. It goes back to Health for All and even before, so it has at least thirty-five 
years of history. It was always known that to achieve certain health outcomes, you 
cannot do it alone in the health sector. But as our evidence accumulated over the 
years, we have much stronger arguments to demonstrate why intersectoral action, 
Whole-of-Government approaches, Health in All Policies and so on, are 
compelling if we are to address health properly. (Interview 20)
 All key informants expressed the view that the health sector by itself can never 
fully promote the health and well-being of the population. The informants shared the 
view that collaboration and cooperation across sectors is needed if a government wants 
health promotion to be truly successful. In every programmatic area, there are health 
challenges that require intersectoral action to tackle them effectively. The shared 
understanding was that factors and policies influencing health go far beyond the health 
sector itself. Similarly, informants stated that intersectoral action is a very relevant 
approach for them. One informant working with vulnerable groups’ health issues said, 
“This work would not be possible without different sectors working together” (Interview 
3). Another informant similarly said, “In my area, we cannot improve health without 
involving other sectors outside of the health sector, especially sectors such as education, 
legal sector, and social welfare, just to mention a few” (Interview 1). The recurring 
rationale that justifies and also demands intersectoral policymaking was expressed in the 
following way:
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Intersectoral action for health means that in order to achieve meaningful health 
outcomes you need to involve sectors beyond the health sector; therefore you 
need joint efforts from different sectors, or in some cases even just one [non-
health] sector to have a health impact. (Interview 9)
 The idea of sectors working together was seen to be a more holistic approach to 
health and its determinants. The increased awareness of the drivers of health, or “causes 
of the causes”, was seen to result in a more comprehensive but more complex 
understanding of health in general. This wider approach to health was seen to be based 
on compelling arguments with a solid base in scientific evidence. The form and concrete 
examples of intersectoral action varied depending on the professional area of the 
informant. The concrete meaning was reflected through different programmatic actions, 
implementation structures, and partnerships. The titles of specific case studies that were 
mentioned in the interviews can be found in Appendix D.
 These case studies were considered to exemplify intersectoral action in different 
areas and levels of action. Due to the nature of the work of the informants, many of these 
case studies were implemented at the international level. As a more comprehensive data 
collection effort, the WHO Regional Office for Europe has carried out a mapping exercise 
to collect intersectoral initiatives from the countries across the European region, and 
those results have been published elsewhere (WHO, 2016a).
 One of the core features of intersectoral action for health was identified as formal 
and informal collaboration between sectors towards health goals. In concrete terms, this 
was seen as ministries or organizations with different mandates working together, 
horizontally or vertically, to attain specific health goals. The type of collaboration was 
seen to be dependent on the nature of action, for instance, whether it was technical or 
political. Technical collaboration could involve experts from the various fields working on 
shared health-related goals, such as preparing guidelines, recommendations, and 
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standards to address health issues in policy areas that were not directly under the 
guidance of the health sector. Political collaboration could mean political decision-makers 
negotiating on national or regional priorities and finding ways to distribute resources to 
address health problems.
 The cooperative approach was seen as necessary as well as cost-efficient, since 
coordinated efforts are able to produce more sustainable outcomes. In terms of 
coordination, an interesting difference was seen between the terms “multisectoral” and 
“intersectoral”, in the sense that multisectoral action did not necessarily indicate that 
sectors collaborate and communicate in a coordinated way. One informant described this 
difference by stating:
Intersectoral action for health is about the collaboration of different sectors that 
are working together to achieve specific health-related outcomes. Intersectoral 
implies that they are working together. Multisectoral, on the other hand, is 
another term that is more about a number of sectors working for certain area of 
health, but not necessarily collaborating together. (Interview 20)
 In other words, “multisectoral action for health” might be aimed at the same 
goals, but without intersectoral coordination. The question of coordination is closely 
linked to the need to attain policy coherence in the government’s action and strategies.92
 Generally, informants expressed two views on the question of who is leading 
intersectoral work for health. Some informants highlighted the role of the health sector by 
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 92 According to OECD (2002), policy coherence means "different policy communities 
working together in ways that result in more powerful tools and products for all concerned. It 
means looking for synergies and complementarities, and filling gaps, between different policy 
areas to meet common and shared objectives" (OECD, 2002, p. 34). A similar but a more concrete 
description defines policy coherence as “the systematic promotion of mutually reinforcing policy 
actions across government departments and agencies creating synergies towards achieving the 
agreed objectives. Within national governments, policy coherence issues arise between different 
types of public policies, between different levels of government, between different stakeholders 
and at an international level” (TCD, 2010).
saying that in intersectoral action, other sectors should coordinate their efforts with 
leadership provided by the health sector. On the other hand, several informants saw the 
role of the health sector more as a flexible facilitator. From this perspective, it should not 
be expected that the health sector can easily impose its own goals on other sectors (cf. 
the discussion on health imperialism). The informants called for a more sensitive and 
“politically savvy” approach to get collaborators and partners committed over sectoral 
boundaries. In some cases this was seen to require adapting and learning the culture and 
language of the other sectors. Furthermore, it was seen to be important to understand 
the inner logic that drives the work in other sectors, especially their values and modes of 
operation.
 Numerous informants emphasized the importance of seeing win-win situations 
and finding co-benefits across sectors (see Section 4.2.2.4). The co-benefits approach 
requires paying close attention to actions that can have two separate effects: (1) promote 
the health of the population, and (2) benefit all the sectors or partners involved. It was 
stated that not enough attention has been paid to carrying out a systematic mapping of 
health-related co-benefits. The results of such a mapping could be used strategically to 
establish a new intersectoral collaboration. One informant wanted to highlight that other 
sectors continually promote health and do it effectively without any involvement of the 
health ministries or departments.
Discussion and implications
During the interviews, it became clear that the question “what is intersectoral action for 
health” should be discussed together with questions such as “why is intersectoral action 
important?” and “why should health be promoted through intersectoral collaboration?” 
Many informants wanted to emphasize that intersectoral action is absolutely necessary for 
their work and health cannot be effectively promoted without engaging non-health actors 
As one informant said, “If we restrict our work to the health sector, nothing will 
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change” (Interview 10). This brought up a key rationale for intersectoral action for health 
that was reoccurring throughout the interviews (Figure 1).
 The idea presented in Figure 1 can be summarized by concluding that 
intersectoral action for health is required to tackle health challenges because policies and 
factors outside of the health sector can have a significant influence on the health of a 
population, and therefore, effective health promotion is not possible without engaging 
non-health sectors in health promotion activities.
Figure 1. Key rationale for intersectoral action for health in the interviews
 A small number of informants reflected on the history of intersectoral 
collaboration and the terminology it has produced. However, no one expressed the view 
that some terms would be better than others, although they might have slightly different 
meanings in different contexts. With clear similarities to the framing of this dissertation, 
one informant suggested the use of intersectoral action for health as an umbrella concept 
for approaches that focus on intersectoral collaboration for health:
Intersectoral action, Healthy Public Policy, Health in All Policies, Whole-of-
Government, and Whole-of-Society, they are all part of the same continuum. What 
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is different is the fact that those terms were used at different times, when the 
political context and the evidence were different from what it is, for example, 
today. So we have to understand that, and second, there are some differences 
between them. Depends on how you look at them, and I personally think that it is 
dangerous to try to over-intellectualize these definitions. And that is the reason 
why this year in our paper, we speak about intersectoral action for health as a 
proxy to cover all of them. (Interview 20)
 The terminology referring to collaboration across sectors has changed and 
evolved during the past four decades. This can be seen as a natural adaptation to 
surrounding political and cultural realities. Most likely for this reason, the informant 
expressed the view that scholarly research can provide new insights, but it is equally 
important to respect the conceptual evolution of different intersectoral approaches:
It would be nice to have a scholar to identify those differences, and of course 
there are people who have preferences, so there are some colleagues who prefer 
to hear Health in All Policies rather than Whole-of-Government. But when we talk 
in detail we talk more or less about the same thing. [...] However, we also have to 
be also respectful of the evolution of these concepts and how they emerged. So I 
would not be dismissive. (Interview 20)
 Generally, it can be concluded that how informants defined “intersectoral action 
for health” was aligned with the literature definitions reviewed for this study. The 
informants highlighted different aspects of intersectoral collaboration and saw that often 
the health sector leads these efforts but acknowledged that sometimes the primary 
leader and implementer of policies can come from a non-health sector. For instance, one 
can consider significant improvements in road safety. The introduction of speed limits, 
seat belts, safer vehicles, and many other factors have been implemented and enforced 
by the non-health sector. These sectoral actions have had positive health implications, as 
they have decreased the number of traffic accidents. A similar example can be easily 
found in the field of food safety where regulations in food production and storage have 
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decreased the number of food poisonings. Probably the most important finding was that 
all informants held the view that their work could not be carried out effectively without 
engaging actors outside of the health sector. Intersectoral collaboration was seen to 
stand as a necessity for the promotion of health in all policy domains.
5.1.2 Governance for health
Governance for health is one of the key concepts in the Health 2020 policy framework, 
which acts as a guiding high-level strategy for the work of the WHO Regional Office for 
Europe. An increased focus on governance mechanisms has been used to direct 
attention to the political, social, and economic contexts where health-related policies are 
implemented. In this study, the key informants were asked what the concept of 
“governance for health” means for them and how it is applied to their own programmatic 
area. Governance for health can be understood as a result of collaboration that goes 
beyond sectoral boundaries, i.e. governance is something that makes intersectoral action 
for health possible through a number of governing mechanisms, practices, processes, 
and institutions. As defined in the literature section, governance itself is a wide concept 
that considers the relationships between different sectors within and outside of the 
government. The key questions are related to the use of power, mechanisms of 
governing, and ways in which interests are mediated. During the research process, it 
became apparent that there was not a single definition of governance for health that 
recurred throughout the interviews.
 The informants used “governance for health” to refer to contextual dimensions 
such as structural arrangements as well as accountability and regulatory frameworks. 
Similarly, governance was seen to refer to the way in which governments implement and 
monitor policies, laws, and regulations. Intersectoral action was considered as more self-
explanatory and also as a more commonly used term than governance, although a few 
informants expressed the view that they favour the use of the term “governance for 
 155
health” over “intersectoral action for health.” For instance, the following informant 
preferred the use of the term governance because it provides a broader perspective on 
factors that influence health:
I like the term governance much more than intersectoral action, to be honest, 
because for many people intersectoral action for health means that it is enough 
when you have these ministries and people from different sectors working 
together. I mean governance is something else. Governance is something where 
you have common objectives and a framework for monitoring, evaluation, and 
accountability. This type of governance is of course based on intersectoral 
collaboration. But for me governance is always something more than intersectoral 
action. (Interview 10)
 
 Governance for health was associated with the definition of “good governance”, 
which entails factors such as accountability, cooperation, transparency, leadership, and 
sustainability. One informant who worked in the prevention of infectious diseases 
expressed the view that good governance for health means that the work is organized 
“according to internationally accepted best practices, standards, and 
guidelines” (Interview 13). The same informant highlighted that regular reviews and the 
existence of credible monitoring mechanisms have to be an essential part of good 
governance. According to another informant, making accountability relationships clearer 
is one of the main programmatic goals in improving governance for health:
At least in our program, we define governance as providing the regulatory and 
legal framework but also accountability relationships: who is accountable and for 
what, which roles and responsibilities there are, what policies that are in place, 
and so on. And this is what we target in the program, to change the accountability 
relationships or clarify them. (Interview 8)
If you think of the Alma-Ata declaration or Health in All Policies, I think that the 
idea of working together has always been there, it is just how you do it. I think 
that the barriers are always the same: you need to get people on board to work 
together, you need to create win-win situations, you need to have shared 
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understanding and common goals. I think that everyone can agree on the 
concept, it is just how to make different sectors work together and to organize the 
governance on this. I think we do not have the golden bullet yet, but we have to 
think how to make governance around this better. (Interview 24)
 Moreover, promoting good governance for health was seen to require identifying 
and strengthening mechanisms and structures that have an influence on the determinants 
of health. One informant referred to governance for health as an outcome of successful 
intersectoral collaboration, whereas another saw it as an umbrella structure that makes 
intersectoral action for health work. Another informant described governance as the way 
work to promote health is managed and structured by pointing out that governance is 
not “what” but “how”:
Governance for health is very much about how you build mechanisms and 
infrastructure for public health work. It is about relations, it is about engaging 
other sectors, it is about how you build trust. It is very much how you manage this 
work, for example, what kind of mechanisms you have and how you involve 
institutions. So governance is not ‘what’ but ‘how’. (Interview 3)
 Creating and increasing policy coherence for health was seen as an important 
policy objective that refers to the process of getting different sectors and stakeholders to 
work harmoniously to advance health-promoting policies. It was considered to be 
essential that health-promoting and intersectoral structures are coherent but also 
sustainable so that they do not cease to exist more quickly after a change of government.
 The implementation of accountability and monitoring frameworks was seen to be 
difficult or sometimes impossible if there is no commitment to these goals at the highest 
political level. In other words, political will and commitment to health-related goals was 
considered to be an essential part of governance for health. The scope of the WHO’s 
mandate was one of the themes that informants frequently mentioned. A number of 
informants expressed the view that a clear framework for health governance could give a 
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more definite mandate to work across sectors, which also makes it easier to engage non-
health actors.
 The informants focused on the work of national governments and ministries. They 
did not provide in-depth reflections on the role of the state as an entity or questions on 
the relationship between the public, private, and non-governmental sectors. In other 
words, challenges and opportunities were not specifically considered in the light of 
power relationships between these sectors. The general focus in the interviews was on 
intersectoral action as it occurs within national governments. In the next two sections, I 
will provide a thematic analysis of the challenges and opportunities for the 
implementation of intersectoral action for health.
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5.2 Implementation challenge: thematic analysis
The literature review for this study showed that intersectoral action for health is a policy 
idea that has a long history, but its implementation at different levels of governance has 
proved to be challenging. Probably the most significant shortcoming is the scarcity of 
permanent intersectoral mechanisms and structures for coordinated efforts for health. 
The question is how to attain better policy coherence at the horizontal and vertical levels 
of governance, i.e. sectoral policies that are mutually supportive and do not act against 
each other's objectives.
 The following thematic analysis focuses on the key challenges and barriers as well 
as the opportunities and facilitating factors that were highlighted by the informants. The 
thematic division of challenges and opportunities follows the prime concerns and 
priorities expressed by the key informants themselves. The discussion of these impeding 
and facilitating factors was in most cases carried out on the separate parts of the research 
interviews. However, it is important to note that the separation of challenges and 
opportunities is more or less artificial, since each factor can be looked at from the 
opposite side, i.e. the opposite of not having political will (as a barrier) is the existence of 
political will (as a facilitator). By combining both perspectives, one can construct a 
taxonomy of key factors that have an impact on the implementation of intersectoral 
action for health. Analyzing these factors is necessary in order to identify the 
preconditions for effective governance for health.
 The aim of the following section is to answer the key questions of this study, more 
specifically, this means reviewing in a systematic way two core questions: (1) Which 
factors act as the main challenges and barriers to intersectoral action for health?; and (2) 
which factors facilitate the implementation of intersectoral action for health? The WHO 
informants for this study form an experienced group of knowledgeable professionals in 
health policy who can be expected to provide a comprehensive picture of the above 
research questions.
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 In the beginning of each section, I identify the main theme and provide an 
analysis of its contextual meaning. In addition, I provide illustrative quotations from the 
key informant interviews to provide the reader with further insights into how these 
themes were actually discussed by the informants. To conclude each section, I make a 
brief reference to whether the findings were relevant in light of my literature review. My 
closing statement in each thematic section aims to answer the question of whether the 
specific theme can be seen as expected or unexpected in relation to the current 
academic and policy literature that was reviewed in Chapter 2. The general importance of 
my findings is not examined as part of the analysis section but will be further considered 
in Chapter 6, which provides the discussion and summarizing conclusions of this 
dissertation.
5.2.1 Challenges and barriers
A barrier can be understood as a circumstance or obstacle that prevents progress in 
some field, whereas a challenge can be defined as a competitive situation or task that 
tests someone’s abilities.93 In terms of intersectoral action for health, these barriers and 
challenges can exist on various levels, including the institutional, political, informational, 
and cultural, among others.
 This section identifies the reoccurring challenges and barriers to intersectoral 
action for health by thematic categorization. Table 5 outlines how many informants 
highlighted specific thematic challenges and barriers. Almost every theme has a 
connection to another theme. These links will be dealt with in more in detail in the 
discussion and conclusion sections of the study.
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 93 See the Oxford Dictionary of English (3rd Edition, 2010), available online via Oxford 
Dictionaries Online: https://www.oxforddictionaries.com/ 
Table 5. Number of informants discussing specific challenges and barriers (N=28)
Theme (challenge/barrier)
Number of interviews 
where theme was 
discussed
1. Narrow view of health and its determinants 13
2. Low level of political leadership and commitment 14
3. Competing interests and competition for resources 17
4. Lack of permanent implementation mechanisms 21
5. Lack of resources for implementation 9
6. Complexity of the policymaking processes 5
7. Not sharing the same language and concepts 6
8. Limited authority and mandate of the health sector 9
9. Lack of ownership and management 5
10. Potential conflicts of interest 3
5.2.1.1 Narrow view of health and its determinants
A narrow view of health and its determinants was mentioned as one key barrier that can 
hinder the support for intersectoral action for health. This narrow view was seen to be 
manifested both inside and outside of the health sector. In this context, the narrowness 
refers to seeing health and its determinants from individualistic and biomedical 
perspectives. As shown in the literature review of this study, throughout its history and 
especially after the Ottawa Charter (1986), WHO has promoted socio-environmental 
approaches to health challenges, and none of the informants of this study argued for a 
narrow limiting of health-related work to only biomedical or behavioural interventions. 
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One of the challenges is that politicians and civil servants do not necessarily share WHO’s 
broad view of health.
 This narrow thinking is always a contextual phenomenon and can be better 
understood through concrete examples. The following four examples from different 
programmatic areas can provide insights into what the narrow perspective to health can 
mean and how the chosen perspective can influence the proposed solutions. The first 
example considers sexual and reproductive health. Here, the informant stated that “the 
biggest barrier is that there is a lack of understanding and a lack of knowledge of these 
intersectoral connections” (Interview 1). In addition, the informant brought up that there 
are certain cultural barriers that might hinder the opportunities to promote sexual health 
because the area is often considered a private matter, and therefore outside involvement 
is not seen as appropriate. Although the informant also argued that sometimes non-
professionals might easily understand the need for intersectoral action:
A key barrier is misunderstanding, or not understanding, why another sector 
should be involved in an area of health; especially when we mention sexual and 
reproductive health. In some countries, the term “sexual health” scares people, 
and the meaning of it does not translate easily. This can be a very private matter 
for many, and we have to work hard to advocate on these issues. There is a lack of 
understanding of the importance of intersectoral collaboration in sexual and 
reproductive health in general among professionals. When it comes to a private 
person, then it can be much easier to understand. Everybody agrees with the 
statements: “I want my children to be healthy” and “I want my grandchild to be 
born healthy”. One of the biggest barriers to us is that there is a lack of 
understanding and a lack of knowledge of these intersectoral connections. 
(Interview 1)
 Another informant, specializing in food safety, stated that sometimes the 
representatives of the health sector are not open to or do not understand why there 
should be intersectoral engagement. These national counterparts representing the 
Ministry of Health need to be encouraged to invite representatives from other sectors:
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I very much emphasize the importance of working across sectors, but I do see that 
sometimes there is resistance in the counterparts in several countries. Just 
recently we organized a training course on antimicrobial resistance in food-borne 
pathogens. We had an in-country training course with international professionals 
from various relevant sectors to present. However, we had to repeat to the 
national counterpart many times that we would like to see them inviting people 
from the veterinary sector as well, not just representatives from the Ministry of 
Health. So it was challenging to get them to understand why these professionals 
from the other sector should be invited. (Interview 4)
 Similar challenges were met by an informant working on gender and health. In this 
case the challenge was to get the health sector to understand that gender issues should 
be on their agenda and that non-action can have significant health consequences. One 
example was that the health sector deals with the symptoms of domestic violence 
experienced by women but does not necessarily have referral mechanisms and other 
means to address the core root of the problem, i.e. violence at home, by engaging social 
and law enforcement professionals. Another example was related to the socioeconomic 
inequalities manifested in cases where women do not have real opportunities to receive 
good care because they do not have access to the financial resources needed to access 
health care:
One main challenge is to get the health sector to understand and perceive that 
gender is part of their agenda as well. In many cases, the ministries of health are 
happy to leave gender issues to other ministries and other sectors. Because in 
many countries the health sector does not perceive that gender issues are among 
their responsibilities. For instance, women do not come to prenatal care in 
countries with rural areas. But the health sector says that services are there, 
women just do not come. One of the reasons we have seen in rural areas, 
especially in Central Asia, is that women do not come because they have to make 
out-of-pocket payments and women do not have control over the economic 
resources. They do not get to go to the doctor when they have to because 
women’s health is not valued. So those are barriers that are determined by 
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socioeconomic inequalities associated with gender norms and values. So the 
health sector may say that there is nothing we can do about it. (Interview 9)
 An informant working with antimicrobial resistance (AMR) stated that the problem 
in his field is deeply rooted in the practices within the agricultural and health systems. A 
lack of awareness of the wider determinants of health is combined with the challenging 
nature of the problem, as cost-benefit analyses related to AMR are difficult to carry out. In 
many cases, it is not easy to say when people have died because of antimicrobial 
resistance. However, the intersectoral connections behind the growing resistance to 
antibiotics have gained more attention in recent years, and now it is more widely 
recognized as a serious problem that might become a global threat facing the whole 
human civilization. Multiple informants suggested that there is a need to act by multiple 
sectors, even when there rarely is complete indisputable scientific evidence of the 
effectiveness of these actions. An informant working on the environment and health 
stated the question of evidence in public health in the following way:
In general, we know that intersectoral action for health is effective, but we know 
less about the effectiveness of very specific interventions. [...] It is also a 
methodological question as we cannot do randomized controlled trials. 
Sometimes we limited our actions too much because of a lack of evidence. 
(Interview 2)
 The narrow view of health is closely linked to the silo thinking in institutions and 
government structures. One informant stated that thinking in silos is very embedded 
within institutions and the existing silos could be influenced by increasing people’s 
awareness of the intersectoral nature of health. The mandate to work across sectors is 
also related to the perspective of health as well as of institutional silos. A too-limited 
mandate does not allow the health sector to cross these sectoral boundaries to engage 
other actors even if it might be clear that their actions have clear health implications. The 
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questions related to silos and mandates are considered in more detail in the later 
sections of this chapter.
 To conclude, it is not very surprising that a narrow view of health was highlighted 
in the interviews as one of the key barriers. Biomedical and behavioural models have 
been dominant paradigms to understand and conceptualize health throughout the past 
century (Blaxter, 2010). It is difficult to justify the need for intersectoral action for health if 
individual lifestyle choices and genetic predispositions are seen as the most influential 
determinants of health. But as this thesis has argued, since the Alma-Ata declaration 
(WHO, 1978), the role of socio-environmental and structural paradigms has been more 
widely recognized. However, the dominant understanding of health has relied on seeing 
health as an individualized phenomena that is strongly associated with lifestyle choices 
(Labonte, 1993; Raphael, 2008). I will further explore these paradigms and their linkages 
to intersectoral action for health in the discussion section of this dissertation.
5.2.1.2 Low level of political leadership and commitment 
The informants for this study were working mainly with national governments. One of the 
key barriers expressed in the interviews was related to a lack of political commitment and 
leadership. Several factors can be seen as influencing the willingness and capacity to 
implement intersectoral mechanisms for health. It was mentioned in multiple interviews 
that the Ministry of Health is often a relatively weak actor, for instance, in comparison to 
the Ministry of Finance, which has a significant amount of power to set the budgetary 
limits of other ministries. A weak ministry or Minister of Health usually has a negative 
impact on how health-related matters are valued and supported by other sectors within 
national governments, as the following informant states:
The first barrier is a lack of leadership from the side of the Ministry of Health. Here 
is a practitioner speaking who sees this from a very practical perspective. I think it 
 165
doesn't help the country if the Ministry of Health or the Minister of Health is weak, 
has different interests or is lobbied, either politically or based on some other 
agenda.  So I think that if the minister is not showing leadership, I would argue it 
is difficult to be credible vis-a-vis the other key ministers as well. If you have a 
strong Minister of Health who wants to push things through, then I think it would 
help you to show this leadership and get others on board. (Interview 18)
 The natural dynamics of political systems in general were seen to be one factor 
that can reduce the commitment to long-term planning towards intersectoral 
mechanisms. Electoral cycles were fixed-term and politicians are normally worried about 
their credibility and support inside of their own political party as well as their support 
among potential voters. For example, some politicians were hesitant to engage in 
intersectoral work because there is a danger of sectoral and interpersonal conflicts that 
can have a negative impact on their future career in politics:
The way the political system is organized can be a barrier because many times 
these people who are ministers are worried about the situation inside their 
political party, but not outside of it. They are thinking more about the situation 
they will have after the next election and they prefer to work in a way that is 
practical for themselves and for their political ambitions. In my opinion, it can be 
quite practical for them to avoid conflicts with other ministers and to work in 
separated areas. (Interview 23)
 Another informant states that it can be a courageous act for a politician to start 
something he or she cannot take the glory for, i.e. the results would be visible after a 
longer time period that exceeds the normal electoral cycle. Similarly, various ways to 
avoid the leadership role can act as a barrier, as the different sectors can blame the other 
sectors and urge them to take responsibility instead of taking a collaborative approach to 
the given health-related problem.
In terms of political barriers, it takes a lot of courage for a politician, who is 
working from one election to another, to put something in motion for which he or 
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she cannot take the glory. There is a much bigger time investment, and I guess it 
is a politically difficult issue because you have different sectors that should play a 
role but do not have a tradition of working together. There can be a lot of finger-
pointing and blame games because different sectors can say the problem is 
caused by another sector. (Interview 22)
 Similarly, the high-level involvement and commitment to health promotion was 
seen to be key to policy coherence as otherwise different sectors might implement a 
number of policies that fundamentally contradict each other:
You need high-level involvement because policy coherence is not a theoretical 
word. Under the Prime Minister you have the possibility to make sure that the 
policies of different sectors do not pull in different directions. That is the issue. 
(Interview, 20)
 In the end, one of the key questions related to political leadership and 
commitment is also the perceived value of health as well as other interests that compete 
with health interests when public resources are allocated. Equally important is to have 
competent, knowledgeable, and politically skillful individuals as health ministers and civil 
servants within the Ministry of Health. These committed individual champions for health 
can at best make a huge difference if they are able to use successful tactics to promote 
the value and role of health matters within the government. 
 The importance of political leadership and commitment has been identified as 
one of the prerequisites to intersectoral action for health in the WHO statements on 
health promotion (WHO, 2009a). Along with WHO, health policy researchers have 
identified the role of high-level leadership as key to the successful implementation of 
health promotion initiatives (Begun & Malcolm, 2014; Koh & Jacobson, 2009; Rowitz, 
2013). In addition, the political dynamics of short electoral cycles have been recognized 
as a barrier that applies to health policymaking in general (Exworthy, 2008; Howlett et al., 
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2009). For the above reasons, the emphasis on the essential role of leadership was an 
expected result of the key informant interviews and is in line with the existing literature.
5.2.1.3 Competing interests and competition for resources
Competing interests can hinder the willingness of different actors to carry out 
intersectoral work. In the interviews, one reoccurring perspective was that there is 
constant competition for resources and recognition between sectors and disciplines at 
different levels. Short-term economic gains can be seen as considerably more valuable 
than long-term health benefits that would affect the whole population. The health of the 
population is not necessarily acknowledged as one of the key drivers behind social and 
economic development. In terms of values, equity manifested as an equitable distribution 
of resources is rarely given the highest priority in politics. In addition, it was seen to be 
too optimistic to expect that different sectoral representatives and stakeholders would 
get together, as there are significant barriers to such activity. The following informant had 
come to a conclusion that intersectoral collaboration in many cases does not come about 
without careful planning and coordination:
Intersectoral collaboration does not happen naturally and it is a tough walk for 
some countries. They look at some of these other stakeholders and there is 
fighting, there are jobs on the line, there is funding on the line, so they see 
competition. So there is not always that ‘oh, would it be nice if we just hold hands 
and work together’ feeling. In essence, people might think that ‘I do not know 
you, I do not know what you do, you have a different work plan, you have a 
different funding pool.’ So actually getting partners together can be very tough. 
(Interview 27)
 The Health Minister can take action to get different stakeholders together to 
formulate strategies and action plans to tackle health challenges. However, the 
distribution of power among different sector ministries can hinder opportunities to tackle 
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health problems effectively through intersectoral collaboration. Positive results might 
require that the Minister of Health be very powerful or that the Prime Minister has a 
special interest in a specific health problem, as expressed by this informant:
The problem is that in many countries, the Ministry of Health is not often very 
powerful, and unless you have a very powerful Minister, or you have a Prime 
Minister with a special interest in this area, then it is sometimes difficult to achieve 
good results. (Interview 21)
 Several informants indicated that different sectors have their own goals and 
objectives that are normally given priority. In other words, the sectors are required to 
focus on their core mission and they are unwilling to channel their resources to activities 
that do not help them to attain their sectoral objectives. In addition, there are conflicting 
interests between sectors that are also directly related to the use of power within a 
society. It can be concluded that these issues are related to the key questions in politics: 
who gets what, why, and how. However, the informants did not very often address the 
issues of power as directly as this informant:
Professions, disciplines, and sectors tend to work in isolation. They have their own 
networks, there is competition, fighting for resources, recognition, possibilities, 
and also a pure lack of awareness. (Interview 4)
 A handful of informants highlighted how different sectors may have more or less 
fundamental conflicts in their core activities. As an example, one informant expressed the 
insight about how the alcohol industry is a powerful player and is actively lobbying 
against effective policies to tackle harms caused by alcohol. These policies considered 
effective by WHO include limiting marketing and strengthening regulations to control the 
pricing and availability of alcohol. Another informant, working in the field of nutrition and 
physical activity, asserted that sometimes the representatives of health interests are not 
taken seriously by others unless they threaten the interests of other sectors:
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I would say that one barrier comes from the differences and opposed objectives 
of the sectors, and to reconcile different interests can be extremely difficult. For 
example, you can think of business and health interests in the field of diet and 
physical activity. [...] I also feel that the weakness of the health sector is a handicap 
in comparison to other sectors. Power and influence is really an issue. Unless you 
really create a reputation, you are perceived seriously; and it is only when you 
occasionally pose a threat to others are you then taken seriously for doing 
business with. (Interview 10)
 Based on the interviews, it was evident that the process of managing and 
negotiating between opposing and conflicting interests should be one of the key 
concerns of anyone who plans intersectoral action for health. In many cases, these 
conflicts can be expected and are inherent in the dynamics of intersectoral collaboration 
that engages multiple actors with different core objectives. Therefore, different mediation 
strategies could be helpful in order to avoid the dramatically escalated conflicts that 
would end the collaborative process.
 Within a government, different sectoral ministries depend on a certain amount of 
limited resources that are allocated among them. Therefore, it is expected that 
competition for these resources does not naturally support the tendency towards working 
together. Competition and collaboration have a different logics that are not normally 
mutually reinforcing. The role of the highest decision-makers (e.g. the Prime Minister) is 
critical in setting  governmental priorities for allocating resources among different 
sectoral ministries. The recent literature on HiAP and intersectoral approaches in general 
have increasingly highlighted the fact that conflicting interests and competition for 
resources should naturally be expected (de Leeuw, Clavier, & Breton, 2014). In 2015, the 
WHO Regional Office for Europe published a working document on intersectoral action 
for health that stated: “Health is a political choice, and today many governments give 
priority to economic, trade and industrial policies rather than health” (WHO, 2015d). A 
recent WHO training manual on HiAP pays considerable attention to various mediation 
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strategies that health actors can use to raise health higher on the political agenda (WHO, 
2015c). It is likely that health promoters would greatly benefit from increasing their skills 
and capacities to carry out negotiations with actors whose main interest is not health.
5.2.1.4 Lack of permanent implementation mechanisms 
Multiple informants mentioned that a lack of sustainability is a major challenge that 
influences the scope of intersectoral action for health. In concrete terms, this means that 
intersectoral work is frequently not institutionalized, which means that there are no 
established permanent intersectoral implementation and coordination mechanisms. A 
change of government can lead to intersectoral collaboration having to start from 
scratch. Short-term working groups and other initiatives are useful, but they often do not 
help to attain long-terms goals that require breaking down sectoral silos. This breaking 
down would change the work culture towards greater collaboration among different 
sectoral actors within a government. Similarly, it might be very difficult to see the long-
term outcomes of those initiatives. One informant highlighted how sometimes a working 
group can create a spinoff that becomes a recognized intersectoral platform which 
continues its work on a long-term basis. Another informant highlighted the importance of 
permanent intersectoral structures that would last beyond electoral cycles:
People are changing, governments are changing, knowledge is missing because 
often you have invested in one minister, or a group of ministers, or one 
government. And when the government changes, of course you are to start all 
over again. (Interview 1)
 In addition, the lack of coordination can lead to situations where data and 
knowledge are kept in organizational silos, as expressed by an informant working with 
health information and statistics:
 171
I do see over and over again that there is a huge problem with coordination, 
especially in the East. The data can be seen as very valuable and not easily 
shared. There is a lack of coordination and, for different reasons, the Ministry of 
Health does not talk to other agencies. There could either be old laws in place 
that are barriers to sharing information or there could be a lack of data protection 
laws that are there to facilitate data sharing. (Interview 19)
 Silo thinking can be deeply embedded in institutions and the change towards 
increased collaboration can require significant structural adjustments. One of the 
important questions is who should lead the intersectoral work and how different 
coordination mechanisms are created. Many of the informants for this study had a role in 
advising governments in health policy, and they felt that support from the highest level of 
government was an essential requirement to achieve good results through intersectoral 
collaboration. Any changes in the prevailing power structures can lead to varying levels of 
hostility. Therefore, the actors willing to change the current conditions should be 
prepared to address the resistance they might encounter. The participants in the 
intersectoral structures should feel that the work is beneficial and based on a long-term 
commitment. As one informant expressed, there are no quick fixes:
The ability of these committees is limited when they are seen as quick fixes. 
Sometimes the committees come and go, as the minister goes, the committee 
goes. We have seen this happen too many times. And also I think that it is 
important to find ways how countries can really feel that these intersectoral 
committees, once they have been established, are really good tools that can help 
the ministry to implement better policies. I think this is the best reward and the 
best objective for WHO. (Interview 18)
 Many informants indicated that the health sector does not need to lead all the 
time, even when the main goal would be to change the determinants of health. For 
example, the major improvements in road safety were implemented not by the health 
sector, but by the ministries of transportation and monitored by law enforcement officers. 
Therefore, different kinds of capacities and actions are needed to implement intersectoral 
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action for health at different horizontal and vertical levels of governance. Ministerial 
committees at the national level have very different working methods and goals 
compared to working groups at the local level. In terms of achieving measurable 
outcomes, several informants highlighted that intersectoral collaboration at the local level 
is often much easier than at the national level.
 At the local level, a lack of intersectoral response mechanisms can have a negative 
impact on efforts to prevent and solve social and health problems. There are many cases 
when the health sector deals with the symptoms of a bigger social problem, which could 
be acted on effectively only through an intersectoral response. For instance, an informant 
working for women’s health brought up an example concerning women who are victims 
of domestic violence. In this case, an emergency physician representing the health sector 
cannot always ask women to leave their family situation if there are no adequate referral 
and support systems in place. At worst, the representative of the health sector could put 
a victim of domestic abuse at further risk by encouraging her to go to law officers in a 
situation where other referrals cannot be made due to a lack of supporting intersectoral 
structures:
We are very cautious when we work with countries that want, for instance, to start 
a big campaign on preventing violence against women. I might say that you do 
not have these support systems in place. You cannot ask women to come out with 
their problems if you are not going to have shelters, police response, 
psychological support, and support for the children. So there is a huge challenge 
and you cannot put those women at further risk. (Interview 9)
  Nevertheless, just establishing intersectoral mechanisms was not seen to be 
enough. Within the intersectoral mechanisms, different actors should have clearly defined 
and agreed-upon goals that are understood by everyone involved. Similarly, it is 
important that people working in intersectoral committees, teams, and other groups have 
agreed on shared working methods. Different kinds of tools, such as health impact 
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assessments, can be used to facilitate the collaboration and to expand the knowledge 
base related to a specific health challenge.
 The emphasis on the importance of permanent intersectoral mechanisms was an 
expected finding in light of the existing literature. However, many informants were also 
critical about setting up new intersectoral structures, as they argued that the structure 
itself does not solve anything. An increased focus should be put on what takes place 
inside of the structure and how influential it is, e.g. what kind of mandate it has, does it 
have clear goals, and how clear are the roles of its members. The general conclusion is 
that having an intersectoral committee is a good start but does not define success. In the 
literature, a division has been made between intersectoral structures and actions 
(McQueen, Wismar, Lin, & Jones, 2012). The key informants of this study confirmed the 
suggestion that intersectoral governance structures and actions should always be 
considered together.
5.2.1.5 Lack of resources for implementation
A wide set of resources, such as money, time, and knowledge are needed to implement 
intersectoral initiatives. Often financial resources and allocated funding for intersectoral 
action is one of the core requirements that can enable a long-term focus. However, the 
informants referred to many other resources and capacities, such as evidence, 
knowledge, skills, and influence. In order to implement something in a successful way, a 
set of these resources needs to come together at the right time and in the right context. 
Knowledge, skills, and action plans are not sufficient if there is not the power to obtain 
the necessary resources for actual implementation. In other words, just having good ideas 
is not enough if there is no political will, commitment, and power to implement those 
ideas.
 The intention to increase collaboration across sectors can often clash with the core 
task and objectives of each sector in terms of resource allocation. For instance, an 
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informant expressed that sectoral actors can feel “starved” in the sense that they do not 
have sufficient resources even to manage their core tasks, and therefore calls for more 
intersectoral engagement can be seen as more of a threat than an opportunity:
One barrier is really an issue of investment. There is a lot of money which is 
utilized for keeping the current wheels turning but not for creating capacity and 
growth. And being starved without funding means that it is then very difficult to 
walk the talk of intersectoral action. Different sectoral actors can very easily argue 
that "I barely have enough money for keeping the system running every day. How 
on earth would you expect me to spend more money for engaging other 
partners?" So the whole funding debate, different funding models, and the 
sustainability of funding is actually a big factor.  (Interview 27)
 A capacity to formulate intersectoral action plans and use the available financial 
resources for their implementation is always a complex process. The involvement of 
multiple sectors that encompass different cultures and working methods will increase 
these complexities. In addition to money, some of the essential resources in policymaking 
include technical knowledge, management expertise, communication skills, and many 
other capacities at the organizational and individual levels. On the other hand, the same 
factors can act as facilitators, as will be evident when considering opportunities for 
intersectoral action for health (see Section 5.2.2 of this dissertation).
 One informant said, “We do not have people who are skillful and have the 
competency to apply intersectoral approaches” (Interview 15). This statement was used 
to refer to the scarcity of undergraduate and graduate training programs that explicitly 
focus on health from an intersectoral perspective. People coming to work in the health 
sector cannot be expected to have a solid understanding of the intersectoral nature of 
health if it is not taught in universities and other institutions.
 To some extent, a lack of key resources, such as money and time, was seen as an 
inevitable constraint. The finding is not unexpected, and this might explain why the 
informants did not engage in very deep analytical thinking about the resource issue. 
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Informants generally stated that a lack of resources is a problem that is connected to 
other challenges or barriers. From a more theoretical perspective, a lack of resources and 
investment can be considered as a political challenge. In the literature, Kingdon’s (1984) 
three streams approach (problems-policies-politics) asserts that the first two prerequisites 
for effective policy implementation are the existence of a recognized problem and a 
realistic policy response. However, these two “streams” are not sufficient for policy 
implementation because there also needs to be real political will to address the problem 
(i.e. a politics stream).
 Based on these findings, it can be concluded that political will has to be shown in 
ways that go beyond political rhetoric. Concretely, this has to mean political decisions to 
channel resources for the implementation of intersectoral action for health. Therefore, 
one of the key issues is related to the priority setting; when intersectoral mechanisms are 
not seen as a political priority within a government, then the planning and 
implementation of these actions are rarely granted resources. As an informant stated, 
“Everyone thinks that intersectoral action is important, but it is not everyone's 
priority” (Interview 7).
5.2.1.6 Complexity of the policymaking processes
Policymaking processes are rarely linear and straightforward; they are more often non-
linear and complex with a large number of contextual variables. Ideas, institutions, actors, 
and interests form a complex network in which a policymaker has to operate. An 
expectation that setting a policy goal and defining certain implementation measures 
would effortlessly lead to the fulfillment of a policy is certainly a simplistic view of policy 
processes. A few informants for this study paid attention to these complexities and long 
time spans that are often needed to achieve sustainable policy changes. For instance, it 
was expressed that many sectors and their challenges can be very technical, and it is not 
always easy to understand the needs and logic of other sectors, which also makes it 
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harder to understand the underlying policymaking processes. To be influential, it is crucial 
to know whom and when to influence in order to have an impact and to shape ongoing 
processes before final decisions are made.
 One informant indicated that politicians who do not understand the nature of the 
policy process can be a barrier in terms of formulating and implementing intersectoral 
policies. The informant said that sometimes he sees a high-level civil servant or a minister 
suggesting that a complex policy problem at a structural level could be solved through a 
campaign or increasing the provision of health education. According to another 
informant, the limited understanding of policy processes can be associated with a narrow 
understanding of health in general (see Section 5.2.1.1):
I feel is that there is a lack of understanding of issues around diet and physical 
activity. Sometimes even ministers do not really understand how it is to work in 
this field and how they can make a difference. They do not understand the 
process. For example, sometimes there is a director general or minister saying 
that we are going to do something about this. They propose giving more 
education in schools and some campaigns, and that's it. (Interview, 10)
 The above informant saw that often simplistic and non-structural solutions can be 
a sign that a policymaker does not understand the underlying issue and the complexity of 
health determinants. On the other hand, the concept of “lifestyle drift” can provide one 
explanation to the situations where policymakers’ focus moves from the wider social and 
structural determinants of health to individual lifestyles. Initiatives that focus on lifestyle 
factors, for instance by providing health education, usually have clear visibility and are 
much easier to implement than structural interventions that require strong political 
support and intersectoral collaboration across ministries. Similarly, it is much easier to 
show that a certain health promotion campaign has been carried out and has reached its 
target group. A health minister can take the credit for a visible campaign even if its 
effectiveness has not been properly evaluated. On the contrary, even in an ideal situation, 
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the implementation of intersectoral initiatives can take a long time before there are 
changes in the social determinants of health that can lead to improved health outcomes. 
It was expressed that some politicians do not necessarily engage in long-term thinking 
but rather want to “leave their mark” by doing something in the short term.
 A lack of understanding of policy processes can, although only to a limited extent, 
explain the lack of implementation of policy papers and strategies. A successful 
implementation of strategic goals requires that essential policy processes are first 
identified, and then there is a concrete and detailed plan on how to support them. 
However, understanding the policy processes is only one factor (and not the definitive 
factor) in terms of outcomes. In many cases, political barriers (such as not prioritizing 
health) are significantly more important. However, when a political agreement has been 
reached, the technical understanding of policy processes can become a more decisive 
factor. In terms of policy development, one informant expressed the view that sometimes 
the processes are more important than the actual policy outcomes:
In the end, most of the policy papers are not implemented and are not enforced. 
Sometimes I feel that the process of how you get to this decision and the process 
of how you get to the establishment of a certain committee is more important 
than having a committee itself. (Interview 18)
 The above informant highlighted the importance of collaborative processes as 
such. New collaborative structures can build trust across the sectors as well as facilitate 
and provide mutual learning experiences that can be important regardless of the actual 
outcomes. Another perspective related to policy processes, was related to the training 
and capacities of people working in the health sector. Health workers are not very often 
trained to understand the political complexities, especially if their training has focused 
chiefly on clinical settings. Although the understanding of policy processes was brought 
up by several informants, the informants did not engage in a deeper reflection on the 
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complexities policy processes and how ideas, ideologies, interest, and institutions might 
shape the policy formulation processes.
 Health policy researchers have argued that in health promotion, the central role of 
the policy process has not been sufficiently acknowledged (Clavier & de Leeuw, 2013b). 
Similarly, the informants for this study called for paying more attention to the policy 
process. Based on these findings, it can be argued that health advocates within and 
outside of government could benefit from gaining deeper insights into the complexity of 
policymaking processes in order to be able to promote health more effectively. This 
becomes especially relevant when considering intersectoral initiatives that are 
implemented in a complex web of stakeholders with a number of different interests. 
Similarly, the governance perspective requires understanding how different actors, 
interests, institutions, and ideas interact over time as part of the policy process.
5.2.1.7 Not sharing the same language and concepts
In multiple interviews, language and terminology used by health actors was mentioned as 
a barrier to intersectoral action for health. One informant indicated that the so-called 
“health jargon” might distance the health sector from the other sectors and decrease its 
political influence. According to another informant, it can be counterproductive to use 
terms that are not clearly understood by non-health actors. It was suggested that health 
actors should aim to be more convincing by learning the language of the sector they 
want to collaborate with:
We have a problem that we are not very convincing when talking to other sectors; 
we do not speak the same language. So they do not understand us, and we do 
not understand them. So basically, we want to understand the economics and to 
have the language to be able talk to the Ministry of Economic Affairs. I think it is 
starting to be better, but I still think we have those silos and all the different 
reasons I am giving you now. (Interview 15)
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 Another informant stated that sometimes it seems that new concepts create 
almost a parallel language that is not easily understood by people who are not directly 
working with the same issues. There is also an added challenge for international 
organizations, such as WHO, that work with countries that can have very different social 
and political cultures. UN organizations should aim to use terms that are understood in a 
similar way and represent the same meanings. The informant reflected the polysemic94 
nature of the terminology as follows:
You know, the more you work with these kind of concepts, the more you start 
creating a sort of parallel language that is difficult for others to understand. Of 
course you need good terms, but many times these terms are so polysemic that I 
am not sure that everybody understands those in the same way we do. It also 
depends on the political reasoning in a country; for some people, certain terms 
are very clear, but for others, those can mean completely different things. 
Empowerment and so on... Or let's say social inclusion, it is so polysemic, that if 
you ask people, they might understand it in completely different ways. 
(Interview 23)
 One informant saw the challenge of understanding different languages from a 
knowledge translation perspective. The informant stated that different “sectoral cultures” 
and languages can create clashes that are often based on misunderstandings. These 
communication barriers could be a cause for mistrust and hostility and therefore hinder 
opportunities for intersectoral collaboration. Nevertheless, the same informant also 
shared an optimistic belief that these barriers can be reduced by highlighting the mutual 
benefits and adjusting the communication efforts to different cultures and ways of 
thinking:
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 94 The term “polysemy” refers to “the coexistence of many possible meanings for a word 
or phrase.” (Source: Oxford Dictionary)
Related to these knowledge translation platforms, we talk about a two-community 
approach that highlights that every community has a different way of thinking and 
a different culture and a different language, and that creates clashes. I used to 
work with food safety, and I have seen this very much there as well. Depending on 
the discipline that you enter, you enter with a certain way of thinking, and you 
enter with a certain lingua as well, and that makes it very difficult to communicate 
and exchange between the two different communities. And essential to that is 
trust-building and understanding that the interaction is mutually beneficial. 
(Interview 28)
 A specific example are the language challenges brought up related to the 
International Health Regulations (IHR). The IHR is an international and legally binding 
instrument for almost two hundred countries, including all the WHO Member States. It 
lays out a set of procedures that countries and WHO must follow to prevent acute public 
health risks that can pose a risk across national borders. An informant working with alert 
and response operations expressed the view that sometimes the language and terms of 
the IHR, such as “a notification” can be understood, not as neutral terms, but very 
negatively. In some cultural contexts, it is considered a failure if one needs to notify 
someone, else and the negative involvement of other sectors is not considered desirable. 
This can risk transparent communication because the purpose of a notification can be 
understood as part of an action that aims to “punish the guilty ones.”
 In the literature, a lack of uniform language has been identified as one barrier to 
intersectoral action whereas learning the “language” of other sectors has been identified 
as a facilitator (WHO, 2015c, p. 176). The emphasis on the need to have shared language 
and terminology is not entirely new. However, it is likely that more attention should be 
paid to effective communication where “being understandable” is one of the central 
factors. In addition, persuasive communication is key to being able to lead public health 
work in general (Begun & Malcolm, 2014).
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5.2.1.8 Limited authority and mandate of the health sector 
The health sector’s limited authority and mandate was seen to be one of the major 
challenges in intersectoral work. As an international organization, the core mission of 
WHO is to advise and serve its member states and more specifically their Ministries of 
Health (MoH). WHO has its national counterpoints in the health ministries, and its explicit 
organizational mandate is to work with them. This can pose a significant challenge when 
WHO wants to promote intersectoral action for health in a stronger way. The informants 
expressed varying views of the WHO’s mandate, as some saw it very much limited to 
MoHs, and others considered it to be wider and dependent on the health question being 
considered. The following informant saw that the health sector’s mandate can be very 
limited in general:
We know that it is better to implement preventative measures upstream; however, 
very often the health sector does not have the authority or mandate for this. 
(Interview 4)
 Sometimes WHO experts are able to find a person from the Ministry of Health 
who can facilitate and start to work across sectors. However, this strategy can often fail if 
intersectoral collaboration has not been started earlier. Multiple informants highlighted 
that often an interagency collaboration with another UN organization can provide a way 
to approach non-health sectors. For instance, it was stated that UNICEF has a cross-
cutting mandate with children. These collaborative efforts within “the UN family” were 
brought up several times by different informants and seemed to be important for many 
WHO experts, as the following quote signifies:
If the Ministry of Health says that we do not know anyone in the Ministry of 
Education working with this topic, then that’s it. Then we usually go through some 
other UN agency, through UNFPA, through UNICEF, through other partners we 
know to have been working in other areas of that specific interest we have. We 
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ask whether they can communicate with the Ministry of Education, Ministry of 
Labour and so on. (Interview 1)
 WHO works at the international level and tackles the problem of reaching out to 
non-health sectors. Naturally, similar challenges related to a limited mandate can be 
observed at the national level. In some countries, the officials at the Ministry of Health 
feel that they are bound by legal barriers and organizational culture, which makes them 
unable to contact non-health sectors even though the collaboration seems to be 
necessary to solve a health problem that has strong intersectoral roots. The following 
informant highlighted the embeddedness of silo thinking within institutions:
In some countries the silo thinking is very embedded in the institutions. Some 
countries tell us: “We need changes in laws, we need to be mandated legally to 
work with the other ministries; otherwise we are not even allowed to call them. 
We need a strong mandate and legal barriers need to be removed.” In some 
other countries this is of course very different, and intersectoral collaboration is 
encouraged. Then it is more about providing specific actions that they can 
actually do. We do a lot of work just in raising awareness and encouraging 
countries to integrate their policymaking to include more than one sector.  
(Interview 2)
 According to one informant, sometimes national experts working with the same 
health-related challenge met for the first time in an international meeting organized by 
WHO. These two experts from different ministries had never met in their home country 
and now had the first opportunity to discuss these issues:
That was the first time those two experts working in the same field met, not in 
their country but outside of their country. They met and had a possibility to 
discuss. (Interview 1)
 Another informant highlighted the question of mandate in terms of accountability 
and responsibility. When a ministry or organization perceives that a certain health 
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problem is not clearly under their responsibility, they can easily conclude that they do not 
have a mandate to take action on it:
One of the challenges related to intersectoral approaches is the question of who 
is accountable and who is responsible for a certain action. [...] And sometimes the 
organizations and institutions that we want to work with say that they do not have 
the mandate. (Interview 15)
 It was stated that proponents of a wide mandate could argue that as long as the 
health sector can make the case that intersectoral policy is relevant to health, there is a 
mandate to work on the determinants of health across the sectors. In addition to political 
mandates, there are professional boundaries that can often limit the activity. Non-health 
actors may fear that someone is taking over some of their activities. Therefore, the 
representatives of the health sector should avoid taking a “we know better” attitude that 
could be interpreted as “health imperialism” but try to approach intersectoral health 
challenges through collaboration and encourage other sectoral actors to provide their 
expertise for mutual benefit.
 The focus on the limitations of the health sector’s mandate is an expected finding. 
The importance of having legal as well as “softer” mandates has been clearly argued in 
the literature (Harris et al., 1995; Ollila et al., 2006)95 and this can be seen as one of the 
reasons why there have been considerable efforts to promote the view that intersectoral 
initiatives have to be supported by the decision-makers at the highest level of 
government who are in a position to provide an intersectoral mandate (WHO, 1986b, 
1988, 2013c, 2015d). The mandate of WHO in relation to national governments and its 
other stakeholders will be considered later in this dissertation.
REF: (WHO, 1986b, 1988, 2013c, 2015d).
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 95 “Legal mandates for the assessment of health implications of policies, as well as legal 
responsibilities to follow up and report population health trends and policies affecting them, are 
important instruments in institutionalizing health in other policies.” (Ollila et al., 2006, p. 275)
5.2.1.9 Lack of ownership and management
A number of informants stated that the implementation of intersectoral initiatives can be 
weak because of a lack of clear ownership. One informant used the term “intersectoral 
gap” to demonstrate the situation where intersectoral initiatives seem to be everyone’s 
responsibility but at the same time no one’s responsibility. The informant proposed the 
question: “Who is responsible when everyone is responsible?” Political decisions about 
increasing intersectoral collaboration for health are often made by high-level decision-
making bodies or between different sectoral ministries. In an ideal situation, high-level 
decisions lead to the formulation of an action plan that guides the implementation. 
However, as intersectoral initiatives do not have “a natural owner”, they might fall into a 
gap, which means that the implementation measures are not clear and concrete action is 
not taken:
For instance, in the areas like violence prevention, it is not very clear who should 
lead: Is it health? Is it justice? Is it education? In those cases, there is a clear 
danger that policy proposals will fall into an intersectoral gap, or that the people 
are not working through a collaborative mechanism. What we need is cross-
sectoral action with coordination mechanisms that will enable it. The health sector 
does not necessarily need to be leading the work, but certainly it has to have a 
responsibility to make sure that something happens. (Interview 16)
 The challenge of ownership can also be seen as a management challenge. Some 
of the key questions are: How is the resource allocation done? Who uses the resources 
and how? Are the roles clear? Who coordinates the day-to-day implementation? Are 
there monitoring and accountability mechanisms? Who does the follow-up and makes 
adjustments if needed? It was seen that ownership does not build automatically and 
rapidly. As the following informant tells, the building of ownership is a process and can 
take a long time:
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The process of ownership is essential. Especially, I think that the process of 
building the ownership and justifying why you should do certain things is 
important. (Interview 18)
 Ministers and other high-level decision-makers can facilitate the processes of 
ownership and coordination, but sometimes they can also create obstacles. These 
obstacles can be unintended or sometimes intended if the ministers perceive that their 
own interests are in conflict with another minister or sector. One informant expressed the 
view that high-level discussions themselves do not automatically lead to implementation, 
and there is a great need to pay attention to “the people on the ground” who take 
ownership of coordination and management:
Sometimes you can have ministers talking together, but that means nothing 
because no one will move it from there. It is sometimes essential because if they 
do not talk together, they will create obstacles. At least they will facilitate, or 
enable it, or permit it, but it won’t happen just because of that; you need to have 
people on the ground. (Interview 7)
 In other words, leadership requires technical and managerial capacities that are 
used for concrete implementation. The whole idea of intersectoral action carriers a 
significant risk that the planning and coordination is not carried out in an optimal way due 
to a lack of clear ownership and management structures. In some cases, the health sector 
might have an important role as an initiator of action even if the implementation would 
be carried out by some other sector. However, the health sector normally does not have 
the power to plan and decide on the implementation structures of a non-health sector. 
The responsibility to increase ownership often rests on the shoulders of a limited number 
of people who initiated and established the intersectoral collaborative structures. If they 
fail to transfer the ownership to a new and sometimes larger group of actors, then there is 
a real danger that the good intentions of intersectoral work will fall into an intersectoral 
gap and not lead to actual implementation.
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 The questions of efficient management have not generally been the main focus of 
the literature considering intersectoral action for health. It is likely that actors involved in 
the implementation of intersectoral action would benefit from having skills that are 
usually considered in the literature on organization management and development 
(Begun & Malcolm, 2014; Rowitz, 2013). Based on the interviews, it can be concluded 
that there is the danger that calls for intersectoral action for health often stay at the 
rhetorical level. Therefore, more attention should be paid to the process of creating an 
ownership and management of intersectoral initiatives.
5.2.1.10 Potential conflicts of interest
Although potential conflicts of interest were mentioned by only three informants, they 
should still be carefully considered, as they can form significant barriers to the 
implementation of health-promoting policies. In comparison to “competing interests”, 
conflicts of interest can lead individual actors to promote interests that are fundamentally 
against health. Therefore, these conflicts are not only a question of giving or not giving 
priority to health.. In many cases, personal and industrial financial interests can be found 
at the core of these conflicts. The conflict of interest issue was raised by three informants 
who worked in separate fields – alcohol, tobacco, and nutrition.96 An informant working 
in nutrition described the situation in the following way:
Another problem is dealing with conflicts of interest, inside and outside of 
governments. These conflicts can be a barrier to working across sectors. For 
example, if you think about the highest level, you could have a Minister of 
Economy who was a CEO of a food and beverage company until recently. There 
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 96 It should be noted that conflict of interests can also be a significant problem with 
pharmaceuticals. The drug industry can exert significant influence on laws and regulations, try to 
change the prescription behaviour of physicians, produce biases in clinical research, and engage 
in aggressive drug marketing. However, WHO staff members working directly with 
pharmaceuticals were not interviewed for this study.
can be a problematic connection between private sector funding and academic 
research. And even with health professionals, like in pharmaceuticals or even in 
nutrition, it is the same. In many countries, pediatricians are known for being very 
close to the formula and milk industry. Of course, there are always independent 
people and you cannot generalize. But the issue of conflict of interest, at all levels, 
I think is extremely important. And it is one issue that can undermine serious 
constructive dialogues because there are lots of people playing double games. 
(Interview 10)
 As an example of how conflicts can undermine serious policy dialogue, industry 
can forcefully lobby conflicted policymakers against excise taxes (e.g. a sugar tax) or 
marketing restrictions on unhealthy products. Similarly, the relationship between 
researchers and industry can be problematic and at worst, produce biased research. The 
industry does not necessarily try to exert direct influence or guidance on the research; 
however, it can fund only research that will produce “favourable” results or steer the 
research focus to questions that are harmless to the industry’s profit-making motive. The 
informant saw that the solution is to increase transparency and to have a clear and shared 
vision on how to address the potential conflict of interest through guidelines, laws, and 
regulations.
 The second example of potential conflicts was raised by an informant working in 
tobacco control. One of the traditional lobbying strategies has been the industry’s effort 
to produce biased information and to question the reliability of data and existing 
evidence. In terms of more direct conflicts of interest, the informant expressed the view 
that the tobacco industry is still a very strong force, especially in the Eastern European 
region. It is not unheard of that monetary benefits (i.e. corruption) is being used to turn 
the attention of policymakers away from stricter tobacco control measures:
In our region, the industry is very strong, not that much in the Western European 
countries, where they are much weaker and working in a more transparent way. 
But when moving to the east, everything is possible, from monetary benefits to 
moral benefits. (Interview 18)
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 As a more recent global development, the field of international trade policy can 
create new obstacles to the implementation of health-promoting policies. For example, 
industry lobbyists might raise an argument that a bilateral trade agreement does not 
allow a national government to implement a certain policy based solely on health 
arguments. In many cases, the health sector is unprepared to respond to the questions 
and complexities associated with the international trade:
And I think that the industry can be sort of threatening and work against any bold 
health actions. And they are sort of changing the agenda, or taking it down, and 
bringing with them also the Ministry of Economy, Finance, and Trade, those 
hardcore ministries in the government. So I think this is something we see more 
and more, as a part of globalization as well. And the health ministries are not 
capable of dealing with those arguments and areas, as they are completely on a 
learning curve. You can have an industry representative coming and saying: “If 
you do this bold policy decision, you will be threatened by a bilateral trade 
agreement with another country.” They say that it means that I sue you, and then 
the officials in the Ministry of Health need to try to deal with this new situation. 
(Interview 18)
 The same informant indicated that sometimes the trade partners can be genuinely 
happy that intersectoral approaches “do not work, because they might pose a threat to 
certain financial interests. The industry can take bold action by influencing the finance 
ministers who hold a powerful role within the government. The Ministry of Finance can 
have a strong impact on the whole government’s agenda through having the ability to 
influence sectoral budgets.
 The third area that was mentioned in relation to conflict of interest was alcohol 
policy. The informant stated that the alcohol industry cannot be a good partner for the 
health sector because their aim is to sell a product that is harmful and contributes 
significantly to the avoidable disease burden globally. In other words, health interests and 
the alcohol industry’s profit-making interest are fundamentally in conflict. The informant 
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stated that the alcohol industry itself is a very well-connected and powerful lobbyist in the 
European region:
The alcohol industry is a very powerful actor, and I even find it being increasingly 
powerful. And the industry is very well-connected, and they have very huge so-
called research institutions behind them that produce the research they want. So 
they have a lot of staff, and they lobby heavily against what we are saying. And 
the industry mainly promotes approaches targeted to individuals, arguing that we 
need to find those who drink too much. I would say that our approach is a 
combination of population-based and individual-based approaches. But it has to 
be balanced, and if we really want to reduce harms caused by alcohol we have to 
focus on the three best buys at the population level: availability, pricing, and 
marketing. (Interview 21)
 The informant suggested that the alcohol industry promotes an individualistic 
view on alcohol problems, i.e. turning the focus on problem drinkers and supporting 
campaigns on responsible drinking, but at the same time disregarding policy measures 
that would influence the whole population, such as restricting availability or increasing 
excise taxes on alcohol. Public health research and WHO recommendations support the 
strategies targeting the whole population; and population-level strategies appear to be 
much more effective in reducing alcohol consumption as well as the harm caused by 
alcohol than measures targeted at individuals.
 Conflicting and opposing interests might become more visible in specific 
situations. For example, these can include situations where political advisers have ties to 
the alcohol industry. The Ministry of Agriculture wants to support wine production, or the 
Ministry of Economic Affairs wants to support the alcohol industry without considering 
the possible health and social impacts due to increased alcohol consumption. These 
conflicts were considered to pose a threat to health-promoting policies and were seen to 
require awareness that is actualized in guidelines as well as in laws and regulations.
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 To conclude, an important aspect of intersectoral action for health is to have 
mechanisms to address potential conflicts of interest. Concretely, these mechanisms can 
include guidelines, procedural rules, laws, and regulations. The informants noted that 
often there is a lack of these mechanisms in many WHO Member States. On the other 
hand, critics from civil society and academic institutions have also argued that the current 
WHO Framework of Engagement with Non-State Actors, known as FENSA (WHO, 2016c) 
does not contain sufficient safeguards against conflicts of interest (Buse & Hawkes, 2016; 
CSS, 2016; Khayatzadeh-Mahani, Ruckert, & Labonté, 2017). FENSA itself highlights the 
role of due diligence and risk assessments that are carried out by WHO (WHO, 2016c). 
The framework was recently adopted in 2016 and it is yet to be seen how successful 
WHO will be in preventing and managing possible conflicts of interest.
5.2.2 Opportunities and facilitating factors
In this study, opportunities and facilitators are understood as factors and circumstances 
that can make intersectoral action for health more likely to occur. Naturally, the focus of 
this analysis is on the factors that were seen to promote intersectoral collaboration and 
lead to improved health outcomes. Facilitating factors refer to things that can make 
intersectoral action easier or are prerequisites for it. Various opportunities can arise from 
contextual developments and are often related to wider processes, such as political 
changes, or international strategic commitments such as the UN Sustainable 
Development Goals. These opportunities can be understood as various ways to 
overcome the thematic challenges that were considered in the previous section of this 
dissertation.
 The qualitative analysis of opportunities and facilitators in the interviews led to ten 
key thematic areas. The informants shared the view that intersectoral action for health 
needs to be strengthened, and they were mainly optimistic and enthusiastic about future 
opportunities. Generally, informants saw that there is no single magic bullet for complex 
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problems. Similarly, addressing the multitude of challenges related to intersectoral 
collaboration will require wide-ranging responses at different levels of governance. The 
following themes are mostly broad-level factors, and their concrete implementation will 
always depend on the surrounding institutional and political context. Table 6 outlines how 
many informants highlighted specific thematic opportunities and facilitating factors.
Table 6. Number of informants discussing specific opportunities and facilitators (N=28) 
Theme (opportunity/facilitating factor)
Number of interviews 
where theme was 
discussed
1. Establishing permanent intersectoral structures 16
2. Identifying and utilizing the windows of opportunity 16
3. Identifying co-benefits, mutual gains, and win-win situations 12
4. Placing more focus on long-term returns and investments 13
5. Increasing the skills and credibility of the health sector 22
6. Linking to existing processes 14
7. Making budgets differently 6
8. Increasing focus on policy development within WHO 9
9. Strengthening and clarifying the WHO’s role and mandate 15
10. Working through other UN agencies and non-state actors 15
5.2.2.1 Establishing permanent intersectoral structures
In the interviews, one of the most frequently mentioned factors that could advance 
intersectoral action for health was the existence of permanent intersectoral structures at 
different levels of governance. Several informants suggested that there should be more 
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intersectoral implementation and monitoring mechanisms that would be independent of 
changing governments, civil servants, and politicians. Wider and international policy 
frameworks such as Health 2020 or the SDGs could be utilized in the process of 
establishing these permanent structures. It was expressed that intersectoral action for 
health can be significantly more effective when the actors have a long-term focus and an 
intersectoral way of working is institutionalized in the organizational structures:
There is a lack of sustainability, and that is why the most important suggestion for 
the future is establishing permanent intersectoral mechanisms. The Health 2020 
policy framework is one ideal entry point for this, and I hope that the SDGs will be 
also used. (Interview 1)
 Another key facilitator relates to the nature of these permanent structures. 
Numerous informants highlighted the need to have health-related intersectoral structures 
(e.g. committees or working groups), namely at the highest level of power. In this context, 
the national level was referred to as the highest level of decision-making. High-level 
involvement was seen to be crucial to attain the required political support for these 
intersectoral activities for health. In addition, it was considered to be similarly important 
to have action-oriented intersectoral teams at the lower levels of governance, which were 
generally understood as regional and local-level structures. However, having established 
structures were not seen as sufficient in themselves, as an intersectoral team or other 
mechanism needs to have an actual capacity to formulate action plans and implement 
them. In other words, intersectoral mechanisms need to be endowed with effective 
methods and tools to carry out intersectoral work. For instance, the following two 
informants highlighted that committees have to be action-oriented and have clear 
objectives:
There should be an intersectoral team or committee with the highest level of 
power that can really take a decision, not just having a committee for its own sake, 
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but to have an action-oriented committee with possibilities to take these 
decisions, to start with small but end in big. (Interview 1)
You rarely see good outcomes when you have a committee of people who come 
together for one meeting and then leave again. But when you have planned very 
clear objectives for a committee and you follow that through, then it can be very 
effective. (Interview 7)
 Another informant gave two concrete examples on intersectoral committees. The 
first example considered a committee that was led by the Minister of Health, and other 
ministers were invited to the group to discuss various health challenges and to explore 
how they could collaborate to address those challenges in an effective way. The second 
example was a group of Director Generals from different governmental agencies who 
were invited to meet regularly to talk about health issues at the National Institute of 
Public Health:
There needs to be mechanisms for this collaboration, like intersectoral 
committees or working groups that can facilitate communication and joint 
planning. I think these should be at a high level and chaired, for example, by the 
Minister of Health, with the involvement of other ministers. In my previous work, 
when I worked at the country level, we had a committee that was chaired by the 
Minister of Health, who invited the other ministries to join this working group to 
talk about health issues. Interestingly, the Health Minister received a lot of interest 
from other sectors. This of course can be done at different levels. Another 
example can be found from one national public health institute that had convened 
a group of Director Generals to discuss health issues. So it was all kinds of 
directors, from agriculture, from education, and so on. They met regularly to 
discuss how their work can contribute to better health. (Interview 3)
 As another concrete example, the healthy cities model can provide lessons on the 
importance of permanent intersectoral structures. The idea of healthy cities is to establish 
a settings-based and intersectoral approach for health promotion at the city level. This 
model has been considered a successful model to promote health by engaging multiple 
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actors in collaborative efforts in an action-oriented way. An informant who had worked 
with the project for years highlighted three main facilitators that he considered to be 
essential for success: (1) strong political leadership, (2) established intersectoral 
committees, and (3) a coordinating body close to the highest decision-makers. The 
informant describes the first success factor as follows:
The healthy cities movement was based on strong political leadership and putting 
health high on the social and political agenda of cities, because this immediately 
set the tone for the scope of the work of healthy cities. It was not something to be 
led by the health departments, but it was to be a project for the whole city. So this 
helped to get the political commitment. (Interview 20)
 The model for healthy cities introduced a necessary requirement that there has to 
be an intersectoral group and committee to steer the project that is close to the city’s 
decision-makers:
Very importantly, it made it a requirement that healthy cities should have a 
coordinator and office to facilitate and coordinate the processes, including 
intersectoral action. I think that this is a great lesson to be learnt from the healthy 
cities movement; that from the start, it addressed the issue of capacity. So it is not 
enough to set up a committee, but it was also important to have resources—a 
secretariat, a unit, an office—that will help and support the work. Who is going to 
contact these people, who is going to prepare agendas, who is going to organize 
the meetings, who is going to feed these committees with information and 
feedback. You see what I mean, you need someone. And the closer those units 
were to the mayor's offices, the most strategic role they had. (Interview 20)
 In the healthy cities model, a separation can be made between high-level 
strategic committees and operational bodies. The latter have the role of coordination and 
implementation, i.e. running the day-to-day activities and turning the high-level 
commitments and strategies into concrete actions. According to the informant, clear 
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high-level strategic goals linked with designated ownership and management structures 
have been crucial in the success of the healthy cities model.
 The importance of permanent intersectoral structures in the implementation of 
intersectoral action for health is an expected finding in light of the literature (McQueen, 
Wismar, Lin, Jones, et al., 2012). As outlined earlier in the thematic analysis of challenges, 
the lack of permanent structures was seen as a major barrier to intersectoral action (see 
also Section 5.2.1.4). The informants emphasized the recommendation that efficient 
management structures and implementation mechanisms should be directly linked to 
high-level committees. It was considered as a common shortcoming that an intersectoral 
committee does not have measures and sufficient resources to translate high-level 
discussions and agreements to the level of implementation. In summary, the existence of 
established intersectoral structures is definitely an important facilitating factor, especially 
when these structures are combined with clear implementation and monitoring 
mechanisms.
5.2.2.2 Identifying and utilizing the windows of opportunity
The ability to identify and utilize the windows of opportunity was considered as an 
essential skill for everyone who is working to advance intersectoral policymaking. Several 
informants mentioned that changing governments and new political platforms can 
provide new opportunities for policymakers and health advocates. For instance, newly 
elected governments usually shape their political priorities soon after elections, which 
makes this often a good time for advocates and lobbyists to influence the strategic 
priorities of the government. Another opportunity might arise through a crisis that forces 
people to work together across sectors. Probably the most recent public health examples 
are related to the spread of infectious diseases such as Ebola, SARS, and pandemic 
influenzas. Increased public awareness and media scrutiny can force politicians to address 
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the public health risks that would otherwise not have been considered as political 
priorities.
 One informant raised an interesting perspective by highlighting the difference 
between policy generalists and public health experts. This informant saw herself more as 
a policy generalist who is skilled in spotting new opportunities by looking at health from 
the wider system’s perspective rather than from a problem-focused perspective with an 
emphasis on certain health-related phenomena:
People like me, who are more policy generalists than public health experts, find it 
easy to spot opportunities because we look at this from a system's perspective, 
from a policy, political science perspective rather than from a narrow topic 
perspective that can sometimes close your vision. I am not critical of my 
colleagues because I think you need a balance. However, to spot some of the 
existing opportunities may require some further awareness-raising. We have some 
really good colleagues in mental health, NCDs, nutrition, tobacco, TB, and 
migration. They are doing really good stuff that requires intersectoral work. So we 
see the opportunities, and my colleagues are generally moving in that direction, 
but we still have a long way to go. (Interview 19)
 A concrete example of an opportunity can also be related to a country’s 
international commitments. For instance, the ratification of an international agreement 
can provide an opportunity for establishing new intersectoral mechanisms. One informant 
stated that signing a UN convention or monitoring protocol is usually an indication that 
there is also high-level political support for its implementation:
When a country signs a UN convention or especially a monitoring protocol, then 
there is pressure from the highest level of the state to implement it, because it is 
what the country is committed to at the international level. Then you have this 
pressure from different ministries, from the president, or whoever is the leading 
authority in the country and has the most power. Then you have a lot of pressure 
to do something and then people at least try to do it, there is a commitment. 
Otherwise it is very difficult. (Interview 25)
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	 New windows of opportunity can also open through non-formal global or national 
trends and discussions. For example, these can include a heightened focus on social and 
health inequalities or concerns about climate change. These discussions can induce 
politicians to reshape their priorities, as there can be growing demands from the public to 
address the newly perceived problems. The identification of this political momentum can 
be crucial for actors promoting greater health equity through intersectoral action.
 In general, this theme is not surprising, especially since the recent literature on the 
HiAP approach has highlighted the importance of actively seizing the windows of 
opportunity (Leppo et al., 2013a). The informants for this study mainly focused only on 
opportunities that can be noticed at the international level. The type of opportunities that 
are more directly associated with national processes was not considered in the interviews.
5.2.2.3 Identifying co-benefits, mutual gains, and win-win situations
Numerous informants spoke about the need to identify co-benefits, mutual gains, and 
win-win situations to all sectoral actors whose collaboration is encouraged. In other 
words, other sectors do not have an intrinsic motive to promote health, as they have their 
own core mission. One informant raised a perspective that people should not forget the 
question of “how other sectors influence the health sector.” For instance, if the “Health in 
All Policies” approach is perceived as one-sided promotion of health-related interests, 
then other sectoral actors could think of why initiatives such as “education in all policies”, 
“environment in all policies”, or “security in all policies” are not promoted. The multitude 
of various sectoral interests makes it clear that intersectoral collaboration turns out to be 
significantly easier when the mutual gains are clearly identified, as the following informant 
expresses:
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I think the main issue there is to make it clear to all participating actors what are 
their benefits, what is in it for me. [...] It needs to be clear what the benefits for 
individual sectors are. (Interview 27)
 On the other hand, the importance of co-benefits was seen as deriving from the 
fact that the health sector itself does not have the power or mandate over other 
governmental sectors. One informant referred to the need to find win-win situations in 
concluding that: “When your access to a stick is very limited, it is better to find a 
carrot” (Interview 27). The same informant added that even if you find a good “carrot”, 
you still have to explain to others why this specific carrot is good and desirable, as it 
might not be evident in all situations. Another informant highlighted the importance of 
building a case that there are benefits for everyone involved:
It was very difficult as long as we said that we have to do more in the transport 
sector to help health. The Transport Minister says: "What's in it for me?" So to do 
that, you have to first build the case that there is something in it for everyone. 
And even with the health benefits alone. (Interview 2)
 Another informant stated that sometimes the best situation occurs when co-
benefits come naturally on the agenda and not necessarily as health initiatives promoted 
by the health sector:
I think that it is a great opportunity when health promotion naturally emerges on 
the agenda. For instance, in the education sector this can mean that increasing 
physical activity among children is seen as one means to get better educated 
people. (Interview 10)
 Moreover, the above informant concluded later in the interview that sometimes 
just focusing on “sectoral benefits” provides too narrow a perspective, as many of the 
benefits manifest themselves at a cross-cutting level that entails the whole society:
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The real benefits of improved health of the population are not just visible for the 
ministries of health. It is not only about reducing health care costs. It is really 
about improving the liveability of our environments, even increasing productivity, 
having less absenteeism from work, and of course beyond all of that. The benefits 
really only manifest themselves at the Whole-of-Government level. So that is why 
it is very difficult to argue from a very sectoral point of view, because you do not 
catch all the benefits if you have just that limited view. (Interview 2)
 An informant working in environment and health stated that sometimes 
interventions with clear co-benefits can be very cheap and simple. For instance, a bike 
lane costs much less than many other road construction projects. In addition, increased 
cycling, walking, and use of public transportation can produce environmental benefits by 
reducing greenhouse gas emissions.
On the other hand, also showing how cheap and simple some of the interventions 
can be. A bike line costs nothing compared to some other road construction 
projects. And we see now even a change in big international funding institutes, 
like the World Bank. For a very long time, one of the main framing concepts in the 
field of transport for development has been "let's build freeways to connect 
cities", and there has been a lot of road construction. Now we see changes also in 
this regard towards more sustainable transport being supported and encouraging 
cities to really have sustainable transport plans in place. And of course, this is 
around the world, and in Europe it is pushed by the European Commission. 
(Interview 2)
 Another informant highlighted mutual benefits related to the collaboration of the 
health and education sectors. Schools are the central social and physical environments 
where children spend a significant amount of their time. Therefore setting-based 
initiatives such as health promotion in schools can be very effective. Related to the school 
context, the informants mentioned interventions such as making healthier diets more 
available, increasing physical activity in curricula, reducing bullying, and implementing 
various models for mental health promotion.
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 A few informants stated that the health sector should focus more on the 
systematic mapping of the co-benefits and win-win situations. This could be carried out 
by analyzing the key entry points of other sectors in a structured fashion. During this 
process, the health sector could deepen its strategic understanding of the ways in which 
various sectoral actions have an impact on health. To summarize, the health sector’s 
engagement through taking a more proactive role in finding possible co-benefits was 
considered as a clear opportunity for the future.
 The important role of win-win situations or co-benefits has been recognized 
earlier in the literature and been a suggested policy recommendation in WHO statements 
(Howard & Gunther, 2012; Molnar et al., 2016).97 The informants did not place any 
emphasis on the possible shortcomings of the win-win approach, of which one of the 
clearest is the danger of limiting intersectoral action for health only to the areas where it 
is not contested and can be easily initiated (Koivusalo, 2010). To summarize, an increased 
tendency to avoid conflicts and political disagreements might be expected if the focus of 
intersectoral initiatives is predominantly on the areas where win-win situations can be 
clearly identified. In the worst case, this might not increase but decrease the overall 
political power and influence of the health sector. Seeking win-win situations and co-
benefits is probably one of the most efficient strategies to promote the implementation 
of intersectoral initiatives; but at the same the health sector should be aware of the 
possible risk of excessive conflict avoidance.
5.2.2.4 Placing more focus on long-term returns and investments
A number of informants stated that one way to strengthen intersectoral action for health 
is to value and focus more on long-term benefits. It was suggested that health-related 
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 97 For instance, the Helsinki Statement on Health in All Policies (WHO, 2013c) calls on 
governments “to ensure that health considerations are transparently taken into account in policy-
making, and to open up opportunities for co-benefits across sectors and society at large.” 
actions should be seen as investments that will provide clear returns later. Often the 
benefits do not manifest themselves as short-term gains but as improvements that 
become visible over many years. One informant emphasized that many long-term 
benefits often become visible on the Whole-of-Government level over a longer time 
period, and therefore those benefits can be difficult to measure from a purely sectoral 
perspective.
 As an example, one informant highlighted that antimicrobial resistance (AMR) is a 
serious threat to public health that can be tackled only through intersectoral action and 
partnerships. Preventing resistance from developing is a much cheaper option than 
providing treatments such as last-resort antibiotics or intensive care. An increased 
resistance to last resort antimicrobial drugs can make even minor infections life-
threatening. An informant working with AMR stated that:
Political barriers have really prevented us from making any big progress in the 
past. I think that as a public health risk, antimicrobial resistance has been a very 
difficult sell. People have been optimistic about new antibiotics being developed 
and that then we can sort of reset the clock on resistance because we will always 
find new treatments. But then realizing that during the last two to three decades 
nothing new has come, and now I think that people start to realize that this is a 
serious problem. (Interview 22)
 In this case, a long-term perspective would mean that policymakers would take a 
strong and intersectoral response to prevent or delay the increasing resistance by truly 
acknowledging that prevention is better than a cure. Along with the health sector itself, 
collaborative actions are needed from all sectors involved with drug regulation and the 
use of antimicrobial drugs in humans, animals and the environment. For instance, the ban 
on antibiotic growth promoters in agriculture has been one concrete way to delay the 
development of antimicrobial resistance.
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 A life-course perspective on health recognizes the importance of acting early, 
starting with prenatal to neonatal care, as well as supporting human development in early 
childhood and adolescence. Informants suggested that having a long-term perspective 
requires patience combined with a vision of the future:
We need to manage our expectations, and I think that Health 2020 with its 
emphasis on intersectorality is the right way to go. It will not happen overnight, 
but some countries already have best practices. And I think the more we can show 
them and the more we can keep this high on the agenda, eventually other 
countries will follow suit. (Interview 14)
 As another example, it was mentioned that investments in schools and early 
childhood education can give returns after many decades. Acting early and supporting 
children’s development will lead to healthier and more productive people who contribute 
to social and economic development. It was suggested that one key message could be 
that there is no prosperity and productivity without good health, and healthy people also 
give companies a competitive advantage:
I would like to see Europe as a region where things such as a healthy diet are 
linked with prosperity, competitiveness, better business, and better health and 
well-being. And I think that is possible. (Interview 10)
 Similarly, one informant highlighted that insurers should have a strong incentive to 
keep their clients, in this case pensioners, healthy by investing in health promotion and 
prevention:
For instance, when you have pension insurers that actually see the merits of 
making sure that pensioners are kept healthy. And then they do actually 
contribute to health promotion and disease prevention. (Interview 15)
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 The calls for a long-term perspective are closely linked to wider discussions on 
sustainable development and the UN Sustainable Development Goals. In terms of AMR, 
it has been repeatedly stated that increased political commitment and global 
intersectoral governance mechanisms are needed (Wernli et al., 2017). The adoption of 
binding targets to limit unnecessary antimicrobial use and creating a global AMR 
monitoring mechanism are among the concrete proposals by WHO and other 
international actors.98
  The informants also noted that there are multiple barriers to really having a long-
term perspective. Generally it has been identified that the cyclical nature of politics 
makes it challenging to address complex or difficult problems such as socioeconomic 
health inequalities (Exworthy, 2008). In terms of national policymaking, it is likely that 
having a shared long-term agenda that runs across the political spectrum makes it much 
easier to implement intersectoral initiatives.
5.2.2.5 Increasing the skills and credibility of the health sector
A wide-ranging set of skills and other competencies is required from the health sector to 
establish intersectoral initiatives and mechanisms. The work to develop these 
competencies can be understood as capacity-building for intersectoral action. One 
informant expressed the view that being credible requires putting one’s own house in 
order:
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 98 On tackling antimicrobial resistance, Wernli et al. (2017, p. 7) conclude: “Fostering a 
global transformation to deal with AMR requires political commitment and relevant governance 
mechanisms. An effective mechanism to curb AMR globally would be the adoption of binding 
targets limiting antimicrobial use. While it may take a long time for states to adopt these targets, 
expanding monitoring of AMR control will reduce information gaps and help governments 
maintain their commitments to tackle the problem.”
We still need to put our own house in order, which means that the health sector in 
my particular area is really lagging behind because if you think what capacity we 
have and are we doing the right things. We should increase the credibility of the 
health sector; in my own area the health sector needs to do better. Better means 
capacity-building, curricula development, in-service training, health workforce 
development, and everything else our colleagues in the health systems used to 
talk a lot about. (Interview 10)
 Besides basic training and curriculum development in higher education institutes, 
there are also many other factors that can be strengthened to advance an intersectoral 
approach to health. The following informant summarized that gathering and showing the 
evidence as well as learning to use language that is better understood in other sectors 
can provide a key to the future:
 
Intersectoral mechanisms require a lot of persuasion, building case studies, and 
building evidence. I think that evidence is a key thing; people need evidence to 
show that there will be an impact and there will be change. And how to make this 
in a way understandable to non-health sectors is also important. Because sectors 
have certain terminologies that they use that are not understandable to other 
sectors. For example, we use the concept of burden of disease. But this is a 
concept that is not necessarily understood by others. So we need to speak their 
language in order to address some of these gaps. (Interview 24)
 
 The above informant also expressed the view that learning how other sectors talk 
is a skill that can be taught. In other words, being an influential actor requires persuasion 
skills and the ability to convince others. The importance of effective communication was 
also highlighted by many other informants. However, these communication efforts should 
be combined into a clear vision of what is being done, why, and how. One informant 
working with service integration concluded that in many successful cases, the actors have 
a shared vision that gives them a purpose and contextualizes their work:
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One of the key things is definitely to have leaders for this change process and the 
integration of services. And you need to have a common narrative or a vision 
about where you want to go. And then something that is very often 
underestimated is the time that you need not only to prepare but also to convince 
people, to communicate with people, to get everyone involved. This leads to the 
next point which is communication. Often the problem is that there is no coherent 
communication strategy. In successful initiatives, they communicate the vision, 
why this is important, what the stakeholders gain, and they can answer the 
question "why should I do this?" (Interview 8)
 It was also expressed that some of the specific success factors can be recognized 
more easily by analyzing intersectoral initiatives at the local level. The key facilitators 
included clearly defined goals, indicators to measure and monitor the progress, an ability 
to revise implementation plans if needed, and sufficient resources. However, an informant 
highlighting the above facilitators also noted that sometimes the question is not that 
much about getting more resources but allocating the existing resources in an effective 
and purposeful way:
Very often the successful local initiatives shared the same success factors: they 
very clearly defined their aims from the start, had quantifiable aims so that you 
can measure your key milestones and you can prove that you are changing 
something, and then with that you can go to a policymaker and say "OK, here is 
what we did so far, and we want to go there; can you support us?" Also it is 
shocking how often people cannot tell why they do what they do. So it is time, 
communication, leadership, top-down and bottom-up approaches, and then 
definitely resources. But here we are always very careful to say it is not always that 
you need new resources, sometimes it is more about reallocating the existing 
resources. (Interview 8)
 In light of the interviews, it can be concluded that there is a need to increase the 
skills and capacities of the health sector to be better prepared to work across the other 
sectors. One of the ways forward could be increased engagement and recruitment of 
experts who have received their basic training in non-health areas to work with 
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intersectoral health initiatives. Similarly, the informants saw that the training of health 
experts and civil servants could be further developed to include more specific 
competencies that are needed for intersectoral work. 
 Another reoccurring opportunity was related to the need to increase the skills of 
the health sector in making the case that many public policies have health impacts even if 
the linkages are not always evident. The following informant reflected the differences 
between different policy areas by stating that in areas such as air pollution and road 
safety the health impacts are perceived to be much more evident in comparison to other 
areas such as social or educational policies:
There are obvious facts on ways to engage another sector. If you speak to 
someone about pollution in the environment and its effects on people's lungs and 
the health of children, nobody is going to dispute that. If you talk about accidents, 
you talk about how our roads are built, and the effects of speed limits, or this and 
that, and nobody is going to disagree that road safety is an issue where police 
have to be involved, etc. Where matters get more complex is when you begin to 
relate health outcomes to the social determinants and social policies in general. 
Because when you do that, although you provide the evidence that it is the 
cumulative effect of interventions and the roles of different sectors in creating a 
health promoting situation, the interventions themselves are not as obviously 
connected in people's minds to health. The connections might be obvious, but 
they are not as clear. (Interview 20)
 Also, several other informants expressed the view that the health sector would 
need to do a better job in explaining many of the intersectoral connections and their 
relevancy in terms of health. This was seen to imply the health sector itself as well. One 
informant stated that sometimes the civil servants at the Ministry of Health are the most 
difficult partners to convince of the benefits of taking an intersectoral approach and that 
WHO should do more to get them engaged:
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In all of this, the health sector is often the most difficult to convince to get 
engaged in this. And since we are WHO, we have a bit more homework to do in 
this field. (Interview 2)
 Moreover, the same informant identified two central areas: values and evidence. 
Population health is often seen to have less societal value than other objectives such as 
short-term economic gains. The informant contrasted the value of health to the value of 
money:
We need to understand all the mechanisms that are relevant for building, 
destroying, and maintaining the health of the population and use this across all 
the sectors. Money is something that speaks to everybody and everybody across 
all sectors refers to that, but health should have the same currency, the same 
status. (Interview 2)
 In terms of evidence, the informant acknowledged that there is not always very 
precise evidence about the effectiveness of health interventions but also expressed the 
view that public health should not limit itself too much to situations where there is a basis 
to make evidence-informed policy recommendations:
We know a lot about why we should take action and what is the potential for 
health. We know definitely less about the effectiveness of very specific 
interventions. [...] Sometimes we are limiting ourselves by being very strict with 
regards to the scrutiny we put on evidence in this field. But that is not limited just 
to my field but to public health generally. (Interview 2)
 Based on the interviews, the ways to increase the influence of the health sector 
can be summarized as skills development through formal and informal training with a 
focus on advocacy, strengthening the evidence base by collecting and presenting 
information in a credible way, and presenting a stronger case for intersectoral 
policymaking and its benefits in general. These challenges have been addressed in the 
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literature. For instance, WHO has produced an extensive manual on the implementation 
of the HiAP approach to build the capacity of the health sector (WHO, 2015c).
5.2.2.6 Linking to existing processes
Multiple informants stated that existing national and global processes can provide 
opportunities that can be used to advance intersectoral action for health. The UN 
Sustainable Development Goals (SDGs) were mentioned a number of times as a global 
process that can be utilized to strengthen an intersectoral approach to health. In the 
WHO European Region, the Health 2020 policy platform was seen as a vehicle that 
promotes intersectoral policymaking. As a more specific opportunity, the Framework 
Convention on Tobacco Control (FCTC) is a binding convention that can, and already has, 
greatly helped national governments in the implementation of tobacco control measures 
across different sectors. In addition, the WHO’s global and regional strategies were 
naturally seen to be helpful in advancing intersectoral action. For instance, the 2011 UN 
Political Declaration on NCDs and the 2014 UN Outcome Document on NCDs in the 
context of the SDGs provide new global opportunities for promoting intersectoral 
collaboration to tackle non-communicable diseases.
 On the other hand, one informant emphasized that governments already have 
many processes that are intersectoral, and therefore one of the key opportunities for 
WHO is to link health to the existing processes:
There are already processes as part of government policymaking that are 
intersectoral, so our opportunities are to identify those and link with them, and 
not to duplicate them. (Interview 19)
 Another informant pointed out that it is not necessarily an effective strategy to 
focus on the development of new action plans or strategies. There are many existing 
national action plans and strategies in which the health component can be linked:
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These other processes where we can link to are certainly enablers. And the health 
sector can push these processes forward, and at the same time, it can be pulled 
forward to them as well. In my field, there has always been a clear understanding 
that you do not have to always create a new action plan from scratch; maybe you 
already have an action plan you can use. So it is really making use of the existing 
processes as far as they are out there. (Interview 2)
 In addition to the national-level plans, a few informants referred to regional and 
global strategies that could be used more effectively to promote an intersectoral 
approach to health. For instance, one informant stated that the integration of health 
services is “a hot topic” within many international organizations, including the OECD, the 
EU, and WHO. These international organizations can put forward processes that also 
advance intersectoral action at the national level:
What we definitely see is that the whole topic of integration of service delivery has 
become very high-level. You have the EU working on it; the WHO headquarters is 
working on it. Many of the national governments have picked it up as a part of 
their health reforms. So it has become a hot topic on most levels; and many 
international institutions, the OECD for example, is also working on a 
performance indicator framework for integrated care. So there are a lot of actors 
pushing towards integration of services. And that is definitely a big opportunity.
(Interview 8)
 Lastly, it was mentioned that the collaboration between the health sector and the 
foreign affairs sector can provide opportunities that should not be underestimated. As a 
consequence of globalization, international health diplomacy has become a relevant but 
often neglected area (see Faid, 2012). Many international agreements, such as trade 
deals, can have significant health impacts, which makes the involvement of the health 
sector important in terms of avoiding the plausible negative effects on health.
 The recommendation to link to existing policy processes that might be 
international (SDGs) or national strategies is not unexpected in itself. However, some 
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informants suggested that policymakers might often forget this option before they have 
already started a new process. In day-to-day policymaking, there is not necessarily 
enough time and competencies to map out the opportunities for these linkages.
5.2.2.7 Making budgets differently
A few informants pointed out that budgets can largely determine the scope of 
intersectoral action by setting limits on the available resources. Usually the budgets are 
planned from a sectoral perspective and money is allocated to different sectors. As an 
example, one informant said that it is a practical challenge when two ministries cannot 
combine their funding streams for joint action.
  It was suggested that intersectoral action can be promoted and supported 
through various financing mechanisms. For instance, joint budgeting or pooled budgets 
can be used to get two or more sectors to share their financial resources to tackle a 
specific health challenge. The following informant stated that the new ways of financing 
can provide an opportunity to promote an intersectoral approach:
I think that the very promising development is that budgets, and also investments, 
are being progressively planned in a different way. In some ways, money always 
determines what we are doing. (Interview 15)
 The informants did not go into much detail when they were discussing different 
funding mechanisms to advance intersectoral action for health. However, a couple of 
informants mentioned that austerity policies and reduced health budgets pose a 
challenge, whereas an opportunity lies within a new kind of thinking that focuses on long-
term returns and benefits. It was expressed that austerity policies can become very 
expensive in the long run.
 In terms of financing, one of the dangers was seen to be related to cost-shifting 
within one sector or between different sectors. The sectoral actors may have an incentive 
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to transfer costs to another payer if there is a possibility to do it. This kind of cost-shifting 
can reduce the effectiveness of the public sector and is not generally seen as a desirable 
thing. Structural and institutional arrangements can be used to reduce the value of 
unnecessary cost-shifting, for instance by enacting policies that disincentivize cost-
shifting tendencies. With regard to health-related budgeting, one informant wanted to 
highlight the discussions related to the greater integration of health services and stated 
that the integration of these services should not be seen as a cost-cutting tool because it 
does not necessarily reduce the costs. The informant asserted that greater integration 
should be promoted as one approach to cost-efficiency and cost-effectiveness but not to 
cost-reduction:
Sooner or later you need fresh money, you need investments. What is also very 
important is that all of these initiatives are to improve quality, they are not for 
cost-cutting. You cannot cut costs with an integration of services, or it should not 
be your main goal. You maybe shift costs for example, sometimes you can see 
that because you reduce hospital admissions, you have fewer costs in the hospital 
sector, but then of course the costs may rise in the primary care sector because 
there you need more GPs or you need more nurses, et cetera. It is a very 
ambiguous topic. (Interview 8).
 Although the informants did not describe various funding mechanisms in detail, it 
can be concluded that planning budgets to support and facilitate intersectoral 
collaboration is a clear opportunity in terms of advancing intersectoral action for health at 
the national, regional, and local levels. At a minimum, some of the budgetary barriers 
should be removed in order for them not to disincentivize intersectoral collaboration in 
cases where the potential benefits can be clearly perceived.
 In my literature review, three key financing approaches were identified to support 
intersectoral action for health: earmarked funding, delegated financing to independent 
bodies, and joint budgeting between sectors (McDaid, 2012; McDaid & Park, 2016). 
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Although there are recognized ways for intersectoral budgeting, the use of these 
mechanisms seems to be more sporadic than systematic.
5.2.2.8 Increasing focus on policy development within WHO
The informants for this study reflected options and directions for policy development to 
further advance intersectoral policymaking in their programmatic area(s). One recurring 
topic was related to the desire to increase inter-program collaboration within WHO itself. 
A number of informants expressed the view that increasing joint-work and 
communication between WHO programs can also be an opportunity to promote 
intersectoral action with other stakeholders and country representatives. Some of the 
concrete interorganizational ways that were mentioned included joint high-level missions 
to countries, collaboration to produce intersectoral policy briefs, organizing inter-program 
trainings, and developing new tools to address health challenges through an intersectoral 
approach.
 Some examples of concrete tools were mentioned (see also Appendix D). One 
informant gave a detailed description of a step-by-step manual intended to help 
policymakers to develop national action plans on transport, health and the 
environment.99 The manual is directed to national governments who wish to formulate an 
intersectoral action plan to address intersectoral challenges. The informant described the 
purpose of the manual in the following way:
It is sort of a step-by-step manual on how to develop intersectoral action plans. 
That is something that has been asked for by the Member States, and we 
developed that for them. Now France and Serbia are piloting the application of 
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 99 WHO. (2014). Developing national action plans on transport, health and environment. A 
step-by-step manual for policy-makers and planners. Copenhagen: WHO Regional Office for 
Europe.
this manual and using it in the development of their national action plans in this 
field. (Interview 2)
 With regard to WHO’s work, a number of informants expressed a wish to have 
more inter-programmatic and inter-agency high-level missions to countries. The first 
“inter-programmatic” area considers the programs within the WHO Regional Officer for 
Europe and the second “inter-agency” area refers to joint missions between different UN 
agencies. However, it was stated that the same barriers that limit the intersectoral work 
elsewhere, and thoroughly examined in this study, apply also to WHO and limit the 
collaboration between different programmatic areas, as expressed by the following 
informant:
What I would like to see in the future is much more country-level collaboration, for 
example, to have more joint missions that include multiple WHO programmes. I 
think it is vital that WHO programmes do leadership training now together and 
start with joint activities at the beginning of each biennium. [...] We are trying to 
work together in-house, but it is just difficult in the way we are programmed. 
Those planning processes are putting us a bit in a box. And this is also about 
global planning processes; we are not working in country teams and that is also a 
problem. (Interview 15)
 Another informant indicated that very often the countries want practical guidance 
and examples of policies that have been effective in tackling health challenges. Also for 
this reason, the informant stated that it could be beneficial to have multiple WHO 
programmes join with each other to organize a joint mission to a country. At best, this 
could combine the political and technical expertise within WHO in an optimal way:
We all are serving the countries, and the countries most of the time are very 
practical. So instead of doing this solo exercise in countries, we [WHO 
programmes] could go there together to have a joint mission. Often I am going 
alone to my missions. Maybe we could go to some countries and see if it works to 
have an intersectoral workshop or meeting and to bring some technical 
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programmes in. So you could illustrate your talk about intersectoral cooperation 
and the need for it through concrete benefits or entry points. This could be 
genuine teamwork to make our message heard more at the country level and 
make it more practical. This could be something, but of course, then we are 
talking about barriers, and why it is not happening, and there are many objective 
barriers why it is not happening. But we could aim for it. (Interview 18)
 Several informants stated that collecting and reporting concrete case studies can 
be one way to demonstrate the benefits of intersectoral action. However, the contextual 
nature of policymaking was seen as a challenge, because in intersectoral policymaking 
WHO cannot recommend any one-size-fits-all model that could be directly implemented 
in different national contexts. For this reason, WHO’s guidance on intersectoral action 
consists more of recommendations at a general level rather than aiming to give detailed 
policy prescriptions.
 In terms of intersectoral action, one implicit perspective among the informants 
seemed to be that, as an organization, WHO should pay more attention to making sure 
that it really “practices what it preaches.” The Programme Managers were not always 
very well aware of what the other programmes are doing and how the work might relate 
to their own work. In addition, very few informants referred to the work of WHO 
headquarters and its relevancy to their own programme.
 The need to focus on internal policy development within WHO is well-recognized, 
and there is an ongoing policy reform currently being implemented (WHO, 2017c, 
2017d). In 2012, reform proposals were placed under three categories: programmes and 
priority setting, governance, and management. An extensive list of reform proposals was 
introduced to make WHO a more effective organization (for historical context, see Clift, 
2013; Lee, 2008). The interviews seemed to provide support for the suggestion that 
WHO suffers from a lack of information flow between its Geneva headquarters and its 
regional offices. On the other hand, programmatic budgets very much define what WHO 
does; and if the level of earmarked funding is very high, it might weaken the internal 
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collaboration between different WHO programmes and its offices. Based on the 
interviews, it can be suggested that WHO should pay attention to ensuring efficient 
management structures that facilitate the collaboration between different programmatic 
areas in order to have an organization that makes a greater overall impact.
5.2.2.9 Strengthening and clarifying the WHO’s role and mandate
A number of informants indicated that widening the WHO’s mandate can act as an 
opportunity in terms of promoting intersectoral policymaking. However, there were 
varying views on how wide or narrow the WHO’s current mandate is. The key difference 
was in the question of whether WHO can approach and work with ministries other than 
the Ministry of Health. The following informant saw that the mandate is quite strictly 
limited to health ministries:
It is a difficult issue because our main partner in a country is the Ministry of Health; 
we do not have even a mandate to approach the ministry of something else. So 
we are always entering the door of the Ministry of Health. (Interview 1)
 One interesting finding was that the informants gave different characterizations 
about the scope of the WHO’s mandate. To some extent, this can be understood through 
the different programmatic areas that informants work in. For instance, health and 
environment is naturally a more intersectoral field than vaccination. One informant 
working in an area that has a strong intersectoral focus stated:
Formally we have written to other ministries. So I do not see myself limited to 
writing only to the Minister of Health. The only practical problem there is that all 
our guidance on how to communicate with other ministries is relatively limited. 
But we have worked with the relevant internal bodies to overcome that. So, I 
actually see my mandate as very broad and not limiting at all. Because as long as 
we can make the case that a sectoral policy is relevant to health, the WHO 
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mandate sort of gives us an opportunity to act in that field. So I do not feel limited 
at all in this regard. (Interview 2)
 However, the varied responses indicated that the informants did not seem to have 
received an organization-wide clarification on their “intersectoral” mandates or these 
mandates were, at least to some extent, defined and negotiated within individual 
programmatic areas. In terms of a mandate, the WHO Constitution was referred as the 
core document that defines the role of WHO. The following informant highlighted that 
even the Ministries of Health are not always able to take action on some specific issue; 
they still might have the power to bring others together to convince them:
Our main partners are the Ministries of Health, and this is linked with the WHO 
Constitution. I mean they are normally friends, allies, good people we like to work 
with, and that should be kept as such. Even in practical terms they are the entry 
points. So, I think they should not be underestimated, they should be supported, 
scaled up as much as possible. We need to support them so that they are relevant 
in their countries and things like that. I see them as my entry points. Sometimes 
the Ministry of Health is not extremely powerful but they have convening power. 
We can and should use them. I see myself working with other sectors as well 
because if I do not work with them, nothing meaningful will happen. (Interview 10)
 In 2012, the Health 2020 strategy was accepted as an official framework by the 
Member States of the WHO European region to guide work and set priorities in the 
region. Several informants stated that Health 2020 can be understood as a tool to 
increase the understanding of the intersectoral nature of health and its determinants. For 
WHO, it does not provide a direct mandate to contact ministries other than the Ministries 
of Health. However, as a wide policy framework promoting the Whole-of-Government 
approach, it gives strategic and political support for national Health Ministries in order for 
them to engage more non-health partners at the country level. Naturally, all health-
related UN resolutions can also strengthen the mandate of WHO, as expressed by this 
informant working on road safety:
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I think generally speaking for road safety, there is the UN General Assembly 
resolution that gives us a mandate; but in the other areas we do not have the 
mandate. We can only work with the Ministries of Health; however, it would be 
useful to have a wider mandate for another areas. (Interview 16)
 In relation to road safety, an informant commented on a situation where there was 
some willingness inside of WHO to work with a specific company representing the car 
manufacturing industry. The project did not go further because the internal legal advice 
was that as an organization, WHO cannot give one manufacturer a competitive 
advantage:
The project was on road safety, of course you need industry to develop road 
safety measures if you want to have safer vehicles. But the legal advice from the 
WHO office was that the project would put this particular commercial company at 
an unfair advantage, and therefore it would not be aligned with WHO policies. 
(Interview 16)
 One special issue that was brought up related to the WHO mandate was about 
media relations. The current situation within WHO is that all media and public relations 
have been centralized to designated media and communication departments, i.e. 
individual experts, and other staff members are not normally allowed to give direct media 
commentary. One informant understood the justification for this practice, as it is aimed at 
protecting WHO’s credibility and ensuring that only reliable information is communicated 
to the media, but also noted that the practice used to be different in the past:
WHO had quite an interesting history here; at one point we all were allowed to 
talk to the media and write press releases, and we all had training in doing press 
releases and interviews, et cetera. And then that was stopped and only certain 
people are allowed to do those, which is the case at the moment. So we have had 
relationships with the media, but they are filtered through official channels within 
WHO. (Interview 19)
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 Naturally, this kind of media and communications strategy limits the possibilities 
for individual WHO experts to communicate and do advocacy work through the media. It 
was expressed that WHO could communicate more about the health benefits and 
achievements of intersectoral policymaking and also actively use social media (e.g. 
Facebook, Twitter, and YouTube), besides traditional media channels.
 Discussion about the mandate can be expected when the focus is on intersectoral 
action that fundamentally can be seen to suggest that other sectors should work on the 
goals that are another sector’s core responsibility. WHO works side-by-side with 
governments with focal points at the Ministries of Health. There are two broad ways how 
WHO can increase the scope of its mandate: (1) to collaborate with other UN agencies, or 
(2) to work directly with heads of government at the highest political level. The emphasis 
on the level of the mandate was not an unexpected finding itself; however, the varying 
views on the scope of the mandate can be seen as surprising to some extent. This finding 
could be explained by the fact that the WHO informants interviewed for this study 
worked in different programmatic areas that often have different dynamics and working 
methods; i.e., in some programmatic areas, having a wide mandate could be a more 
politically contested question than in others.
5.2.2.10 Working through other UN agencies and non-state actors 
The informants for this study put a considerable amount of time reflecting on the 
challenges and opportunities for intersectoral action for health in the context of the 
national Ministries of Health. Along with national focal points within countries, WHO 
works at the international level through a number of partners. One of the key ways WHO 
can work across sectors is by engaging with other UN organizations and well-established 
international partners. At best, this interorganizational and international collaboration was 
seen to be able to provide great benefits to all stakeholders internationally as well as at 
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the country level. In the interviews, the WHO informants mentioned a large number of 
organizations that they actively collaborate with. Generally, these partners varied, 
depending on the specialized area of the WHO expert.
 In the field of food safety, the informant highlighted the importance of 
organizations such as the Food and Agriculture Organization of the United Nations (FAO), 
World Organisation for Animal Health (OIE), EU Commission, European Food Safety 
Authority (EFSA), and European Medicines Agency (EMA). In addition, the informant 
expressed the view that it is not possible to work without the food industry, as it is the key 
player in policy implementation and also has a strong shared interest in ensuring the 
safety of food.
 The informant working in sexual and reproductive health considered her main 
partners to be the United Nations Population Fund (UNFPA), International Planned 
Parenthood Federation (IPPF), United Nations International Children's Emergency Fund 
(UNICEF), Gesellschaft für Internationale Zusammenarbeit (GIZ), and United States 
Agency for International Development (USAID). The informant indicated that the 
involvement of the private sector is a complicated and sensitive issue, especially in the 
area of reproductive health. To date, cooperation between WHO and the private sector 
has been very limited. According to the informant, there has been much more 
collaboration with NGOs at the country level. However, the informant also noted that this 
collaboration can be very difficult in some countries where civil society is not very strong, 
and it is hard to find credible actors to participate in joint meetings between WHO and 
national counterparts.
 In the area of promoting the health of ethnic minorities, the key UN partners of 
WHO include the United Nations Development Programme (UNDP), Office of the High 
Commissioner for Human Rights (OHCHR), UN Women, and UNICEF. In addition, the 
informant mentioned the Council of Europe and the International Organization for 
Migration (IOM). WHO has also worked indirectly with Roma NGOs by asking 
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governments to nominate a civil society organization to present Roma people in country-
level training. The informant saw that civil society is a significant partner with WHO, which 
should not only be involved but also strengthened.
 The Programme Manager working to strengthen public health services stated 
that, along with the in-country focal points, her most important partners include WHO 
Collaborating Centres, the European Observatory on Health Systems and Policies, several 
academic institutions, European Public Health Association (EPHA), and the network of 
health-promoting hospitals. The Programme Manager for nutrition and physical activity 
highlighted the importance of UNICEF as a partner that has opened many doors to in-
country work. The OECD was mentioned as an important collaborator in the work to 
analyze economic drivers of health promotion, and this cooperation has also led to 
several joint publications.
 Similarly, the Food and Agriculture Organization of the United Nations (FAO) has 
been an important collaborator, especially in industry-oriented work. The European Union 
and its Commission, especially DG Health and Food Safety and DG Agriculture and Rural 
Development, have collaborated actively with WHO in food and physical activity. There 
are also many relevant European NGOs such as the European Association for the Study 
of Obesity (EASO) and the European Heart Network (EHN). However, the informant 
stated that collaboration with NGOs is often based more on informal knowledge 
exchange rather than on formalized and structured work.
 The Programme Manager for injury prevention and road safety mentioned that 
due to the limitations in WHO rules the program has very little involvement with the 
private sector. The organizational restrictions are related to conflict of interest and to the 
risk of giving an unfair competitive advantage to one company. This particular 
Programme Manager highlighted the existence of good collaborative relationships with 
WHO Collaborating Centres, UNICEF, and the United Nations Economic Commission for 
Europe (UNECE). The Programme Manager for the social determinants of health stated 
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that intersectoral partnerships constitute one core area of the programmatic work and 
highlighted collaborative work, especially between WHO, UNDP, UNESCO, UNICEF, and 
the International Labour Organization (ILO). These UN agencies share a strong interest in 
reducing inequalities and increasing social cohesion.
 The two informants working in the area of integrated care mentioned that the 
World Bank and OECD are important partners in information exchange. The Programme 
Manager for antimicrobial resistance highlighted the European Medicines Agency (EMA), 
European Commission, World Organisation for Animal Health (OIE), and Food and 
Agriculture Organization of the United Nations (FAO) as his core collaborators. The 
Programme Manager for tobacco control stated that collaboration between the UNDP 
and WHO has been strong and very successful in taking the agenda forward regarding 
non-communicable diseases. The same informant also mentioned that the role of the 
European Commission has grown bigger and that WHO is actively engaged in 
information exchange and meetings with EU institutions such as DG Sante. Moreover, the 
informant stated that there are gaps related to the collaboration between WHO and the 
trade sector in general.
 The Programme Manager for alcohol and illicit drugs stated that WHO has 
engaged in a joint project with the European Commission with a focus on a shared 
database and monitoring system. As a specialized agency of the EU, the European 
Monitoring Centre for Drugs and Drug Addiction (EMCDDA) was emphasized as being an 
important partner of WHO. In addition, the informant stated that the European Alcohol 
Policy Alliance (Eurocare) is an important non-governmental partner that represents a 
number of European public health organizations that aim to reduce alcohol-related harm. 
The Programme Manager for human resources for health emphasized good collaboration 
with the World Federation for Medical Education, nursing associations, and medical 
education organizations in general. Within the field of human resources for health, other 
relevant international organizations that the informant mentioned included the World 
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Bank, EU, ILO, OECD, and UNESCO. The Technical Officer for vulnerable groups, gender, 
and human rights specifically mentioned that there have been joint conferences and 
capacity building efforts with the Council of Europe, UN Women, UNFPA, IPPF, and the 
European Institute of Women's Health (EIWH). The Technical Officer for environment and 
health highlighted the good collaboration between WHO, the United Nations Economic 
Commission for Europe (UNECE), the United Nations Environment Programme (UNEP), 
academic institutions, and a number of NGOs. The informant stated that in health and 
environment, the most active collaborators from his perspective have been transport-
oriented NGOs, whereas health NGOs have had much weaker representation. However, 
the informant stated that the relative weak engagement of the health sector is not 
necessarily a negative thing. The active engagement of other sectors in health-related 
matters can be considered as a good development in terms of promoting intersectoral 
action for health.
 Based on the interviews, at least three general conclusions can be drawn from the 
WHO’s collaboration with other UN agencies and non-state actors. First, international 
partners are important to WHO because they can provide significant assistance with the 
country-level work by connecting WHO with other sectoral ministries and non-health 
actors. This type of collaboration among UN agencies can be considered as an expected 
finding and WHO’s key partners are also listed in public sources (WHO, 2017g). The 
following two informants emphasized the positive aspects of this type of collaborative 
approach by stating: 
If the Ministry of Health says that we do not know anyone from the Ministry of 
Education who is working on this topic, then we usually go through UNFPA, 
UNICEF, or another partner we already know. (Interview 1)
Intersectoral action for health can also be promoted through other agencies. For 
example, FAO can contact the Ministry of Agriculture. In any case, a coordinated 
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approach is needed, and we can also use the WHO’s own country offices. 
(Interview 4)
 Second, the collaboration and coordination with other agencies is not always 
smooth, and there can be competition between UN agencies within countries. It was 
expressed that the coordinated approach should be strengthened because sometimes 
different UN agencies may be engaged in overlapping work and are not well aware of 
each others’ actions. Third, the relationship between WHO and non-governmental 
organizations within countries is often challenging. At the country level, WHO has to 
consider which NGOs it should invite to meetings in order to facilitate civil society 
engagement. However, this leads to the question of why some NGOs are invited but 
others are not; and often in these cases, the practical solution has been that no NGOs 
were invited at all. The general expectation is that as a framework, FENSA (WHO, 2016c) 
will provide clearer guidelines on the nature and mechanisms for WHO on how to 
collaborate with NGOs and other non-state actors. Third, the WHO’s collaboration with 
the private sector is very limited. In addition, the informants of this study did not have 
direct media contacts, as those are channeled through the communications department 
of WHO.
 A few informants indicated that there should be more resources channeled to the 
inter-agency work between WHO and other UN agencies. One recurring statement was 
that informants do not have time to attend multi-agency meetings because their core 
programmatic tasks require most of their time. One informant stated that additional staff 
for intersectoral work would be very valuable in facilitating inter-program work within 
WHO as well as with other UN agencies, NGOs, and academic research institutions. 
Similarly, joint action related to the SDGs was seen to provide a solid framework and 
predefined goals for the WHO’s collaboration with UN agencies and non-state actors (UN 
General Assembly, 2015). In conclusion, strengthening the inter-agency and inter-
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organizational collaboration and using it more effectively was considered a clear 
opportunity by the majority of the informants.
 In the interviews, the informants were also asked about concrete projects or other 
activities that could exemplify intersectoral action for health in the WHO European 
Region. Many of these “case studies” included an element of inter-organizational or inter-
agency collaboration. A list of these examples can be found in Appendix D, but an in-
depth analysis of the cases is outside the scope of this dissertation.
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CHAPTER 6: DISCUSSION AND CONCLUSIONS
The empirical part of this dissertation focused on the challenges and opportunities for the 
implementation of intersectoral action for health by analyzing the data from 28 key 
informant interviews. The informants for this study held expert roles at the WHO Regional 
Office for Europe in a number of different programmatic areas (see Appendix C). The 
thematic analysis revealed ten key challenges/barriers and ten key opportunities/
facilitators for intersectoral action for health.
 The aim of this dissertation was to uncover the challenges and opportunities for 
implementing intersectoral action for health as experienced by WHO experts. Many of 
the theoretical approaches outlined in my literature review focused more on the context 
of policy change and less on the real-life implementation process and its challenges. In 
general, the contemporary literature on the social of determinants of health and health 
equity (e.g. Marmot & Wilkinson, 2006; Raphael, 2016; WHO, 2008a) extensively 
describes the contextual environment where policies are implemented but is less 
concerned with the policy process that eventually leads to different outcomes. My 
literature review on the social determinants of health, human rights, governance and 
policy ideas provided me with a general sense of reference in approaching my empirical 
interview data (i.e. sensitizing concepts). Through a thematic analysis, this dissertation 
produced new information on the actual challenges and opportunities experienced by 
policy experts who work to promoted the implementation of intersectoral action for 
health within the WHO context. To my knowledge, the experiences of WHO staff 
members on this subject matter have not been systematically studied before, despite the 
fact that WHO has promoted intersectoral action for health since the 1970s.
 In this discussion section, I will compare and contrast my research outcomes to 
the literature sources by reviewing the findings in light of what could be expected based 
on the existing literature and by considering whether my study revealed any findings that 
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were unexpected or previously unknown. In addition, I will reflect on the added value of 
this study regarding the implementation of intersectoral action for health.
 
Intersectoral action for health
My first research question considered the conceptual understanding of “intersectoral 
action for health.” The literature review of this dissertation revealed that intersectoral 
action has been used to refer to a process, a practice, a collaboration, a coordination, 
and an interaction (Dubois et al., 2015). In the interviews, the most frequently used term 
to describe intersectoral action was “collaboration”, whereas the informants generally did 
not used the terms “process” or “practice” to describe intersectoral action for health. It is 
interesting that descriptions of intersectoral action as a process were less common; i.e., 
the need for collaboration was highlighted, but the informants talked much less about 
collaboration as a process that usually requires a long-term commitment and 
determination from all stakeholders. This finding could be contrasted to the arguments 
claiming that one of the shortcomings in intersectoral approaches is that the actual 
process of policy implementation has gotten too little attention, i.e., intersectoral action 
for health is offered as a standard policy remedy without acknowledging the inherent 
complexity of its implementation (Clavier & de Leeuw, 2013b; Lynch, 2017). 
 A thoughtful focus on the policy process could lead to improved policy 
prescriptions. Similarly, it can be argued that a full and realistic acknowledgement of 
policy barriers would be helpful in addressing them more efficiently. A degree of humility 
would be also required, along the lines suggested by Bryson et al. (2006), who concluded 
that the normal expectation should be that success in the implementation of cross-
sectoral/intersectoral action is very difficult to achieve. Despite the challenging nature of 
the task, the informants of this study considered intersectoral action as an essential 
prerequisite for effective health promotion. This finding reflects the relatively strong 
consensus that can be observed by a close reading of WHO documents in general, and 
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especially conference statements on health promotion (see Chapter 3). Multiple 
informants stated that in their programmatic areas, there has been a positive shift 
towards intersectoral approaches during the past decade. To some extent, these positive 
appraisals can be seen to reflect the strong intersectoral aspect in the Health 2020 policy 
framework, which is the core document steering the work of the WHO Regional Office for 
Europe (WHO, 2013b). 
 However, as my literature review showed, intersectoral action has already been 
strongly promoted by WHO since the late 1970s through the milestones of the Alma-Ata 
Declaration (WHO, 1978), Health for All strategy (WHO, 1981), the Ottawa Charter 
(WHO, 1986b), and more recently the Health in All Policies approach (WHO, 2013c, 
2014b, 2015c). In 1978, the Alma-Ata Declaration stated that the attainment of the 
highest possible level of health “requires the action of many other social and economic 
sectors in addition to the health sector” (WHO, 1978). The informants did not generally 
refer to the historical developments in a detailed way and only a few informants referred 
to the statements or declarations released in the 1980s or 1990s regarding intersectoral 
action for health. This might be explained by the fact that these historical developments 
were not the key focus of the interviews. However, the Health 2020 policy framework 
(WHO, 2013b) and the work of WHO Commission on Social Determinants of Health 
(WHO, 2008a) were mentioned spontaneously by multiple informants.
REF:(WHO, 2013c, 2014b, 2015c)
Governance for health
The second part of my first research question focused on the understanding of 
governance for health. The informants for this study understood the concept 
“governance for health” as covering a considerably wider area than intersectoral action 
for health. Governance was seen as referring to mechanisms and structures where 
intersectoral action can happen and which can make it possible. As one informant stated, 
“governance is something where you have common objectives and a framework for 
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monitoring, evaluation, and accountability” (Interview 10). The governance perspective 
was seen to include interaction, interests, and power relations within and between the 
public sector, the private sector, and civil society. This definition is similarly stated in the 
literature review of this dissertation as “the formation and stewardship of the rules that 
regulate the public realm” (Hyden et al., 2003, p. 5) or “the systematic, patterned way in 
which decisions are made and implemented” (Greer, Wismar, & Figueras, 2016, p. 4). 
According to Greer et al. (2016), health governance includes transparency, accountability, 
participation, integrity, and capacity. Generally, all these elements were discussed in the 
interviews, with the only exception being “participation”, which was not discussed in 
great detail by any of the informants. Some informants highlighted the importance of civil 
society engagement, but they also stated that they do not work directly to engage citizen 
groups or individual actors. I will reflect on this absence and the limited role of civil 
society in my conclusions (Section 6.4.2).
 An unexpected finding is how little the informants addressed the issues of power 
and politics. The direct references to power were made mainly when the interviewees 
spoke about the potential conflicts of interest and the industry influence in relation to 
alcohol, food, and tobacco. However, the informants generally did not use any direct 
references to political ideologies and ideas that shape power relations within a society. 
There might be several explanations for this observation. It is unlikely that the WHO 
experts would not see the importance of political ideas and ideologies in shaping health-
related public policies. Therefore, the lack of explicit discussion about political ideas 
more likely stems from the position of the informants as WHO representatives who 
perceive that their professional role implies focusing on the technical aspects of health 
promotion. In addition, it would be against the norm to bring strong political beliefs into 
an interview that very much resembles a professional consultation. It can be assumed that 
in an environment such as WHO, health experts have also learned to be cautious in 
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bringing political statements to the table because their role is to assist WHO Member 
States regardless of the political situation in the country.
 Within WHO and other UN agencies, a division is made between political and 
technical levels of the work. Programme Managers, Team Leaders, and Technical Officers 
in this study work on the technical issues, whereas political decisions and statements take 
place in official decision-making bodies. However, it should be noted that the division 
between technical and political work is never absolutely clear, with a significant grey area 
between them. In the WHO European region, the Regional Committee and its Standing 
Committee consist of country representatives and are the core decision-making bodies. 
The roles of the Regional Director and other executive managers can be seen to be more 
political, as the directors often have to liaise with national governments and politicians to 
gain support and traction for the evidence-informed policy recommendations produced 
by WHO.
6.1 Reflections on challenges and barriers
My second research question considered the factors that key informants identified as the 
main challenges and barriers to intersectoral action for health. In the following, I will 
review the ten thematic areas by outlining links to the existing literature and reflect on the 
relevance of my findings to the implementation of intersectoral action for health in the 
future.
 The informants associated the narrow view of health and its determinants (theme 
in Section 5.2.1.1) with unwillingness to engage multiple sectors in health promotion 
through intersectoral collaboration. Blaxter (2010) has concluded that it is important to 
understand that the biomedical and social models conceptualize health in very different 
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ways.100 Throughout the 20th century, a biomedical perspective on health has provided 
the most dominant paradigm for understanding health and its determinants. From a 
health promotion perspective, Labonte (1993) has outlined three general frameworks for 
the concept of health. First, a traditional and paradigmatic medical approach sees health 
as an individualized phenomenon that is manifested in the absence of disease or 
disability. From this perspective, health promotion activities are conducted by physicians 
and other medical professionals who apply various strategies on an individual patient, 
including surgical interventions, drug therapies, screenings, and management of 
behavioural risk factors.
 Second, a behavioural approach to health provides a somewhat wider 
conceptualization that highlights health as the functional ability of an individual. 
Unhealthy lifestyles manifested in poor nutrition, lack of exercise, smoking, alcohol use, 
and ineffective coping skills are seen to lead to poor health. Health promotion is 
understood as an activity of health workers and advocates who provide health education 
and try to promote behavioural change towards healthier lifestyles by influencing 
psychosocial and behavioural risk factors.
 Third, a socio-environmental approach sees health as a positive state that is 
fundamentally linked to the surrounding social and physical environment. Supportive 
social relationships and inclusive communities can promote health, whereas risk 
conditions such as hazardous living conditions and poverty can be significant threats to 
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 100 In addition, Blaxter (2010) has reviewed the concept of health by highlighting five 
different perspectives: (1) health as the absence of illness; (2) disease as deviance from the norm; 
(3) health as balance and homeostasis; (4) health as an ability to function; and (5) health as a state 
or status.
health.101 Fourth, a “structural-critical” approach refers to an analysis of economic and 
social relations and their influence on the health of a population, i.e. the political 
economy of health. Power imbalances and inequitable distribution of resources within a 
society among socioeconomic groups are at the heart of the structural-critical approach 
(see Raphael, 2012b, p. 14; Raphael & Bryant, 2006a).
 The different perspectives on health lead to different problem definitions and 
strategies to solve health problems. The multiple streams theory (Kingdon, 1984) 
presumes that successful policy implementation always has to entail a definition of the 
problem and a policy proposal to tackle it. In terms of problem definitions, the traditional 
biomedical approach to health is unlikely to lead to a strong call for intersectoral action, 
as health is seen as an individualized medical problem that should be tackled through 
medical interventions carried out by the medical profession. In other words, the 
understanding of health is important in terms of the solutions to promote health. For 
instance, if the lay understanding of health inequalities is individualized as “making 
healthy lifestyles choices, it may become difficult to gain popular support for solutions 
that would tackle health inequalities by social and structural measures (e.g. Blaxter, 1997). 
The key informants for this study expressed the view that non-health sectors have a 
strong impact on the health of the population. Consequently, a theoretical conclusion 
from this finding is that intersectoral action for health should be based on a socio-
environmental and structural-critical understanding of health.
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 101 For instance, the final report of the WHO Commission on Social Determinants of Health 
(WHO, 2008a) took a step towards a structural analysis by stating that “inequities are killing 
people on a grand scale”. However, the same report has been also criticized for not clearly 
acknowledging the role of unequal power relationships in producing these inequities (see Birn, 
2009; Navarro, 2009). Link and Phelan (1995) have developed “the theory of fundamental causes” 
to explain how privilege is associated with resources such as “knowledge, money, power, prestige, 
and social connectedness” that are unequally distributed and affect the health of individuals (p. 
87).
 A wider understanding of health and its determinants can be promoted through 
various forms of advocacy, such as producing evidence-based information in an 
accessible form (e.g. policy briefs and other materials) as well as preparing more detailed 
background papers for policymakers and politicians. Similarly, raising public awareness 
through the media is important for having an educated public that understands the 
interconnections between health and public policy. In addition, professional training and 
education as well as curriculum development within universities and other educational 
institutions are important in order to have a new generation of experts who are aware of 
the intersectoral nature of the social determinants of health. Close attention should be 
paid to promoting interaction between research, policy, and practice, for instance 
through policy dialogues that bring researchers, practitioners, and politicians together for 
policy development. Politicians should be held accountable for the health effects of their 
decisions and their willingness or unwillingness to support evidence-informed policies, 
which is a task that requires active citizens and an active civil society in general.
 A low level of political leadership and commitment (5.2.1.2) to intersectoral action 
for health was associated with the weakness of the Ministry of Health and short electoral 
cycles where politicians focus on short-term gains at the expense of a long-term 
commitment to health promotion. Similarly, the informants for this study reflected on the 
perceived low political value of health in comparison to short-term economic objectives 
and other competing interests. These findings support the view of health as a 
fundamentally political issue in a similar vein to that stated by Bambra et al. (2005, p. 187) 
when they write that “ultimately, health is political because power is exercised over it as 
part of a wider economic, social and political system.” Moreover, the explicit recognition 
of the political determinants of health and their influence on population health is an 
important starting point for developing sustainable structures and mechanisms for 
intersectoral action for health.
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 WHO strongly endorses the view that a commitment to and support for 
intersectoral action for health from the highest political level is one of the key success 
factors for successful implementation (WHO, 2015d). High-level political support is 
important to actors in the lower level of governance for having a strong mandate for 
engaging in intersectoral collaboration. A strong and determined leadership needs to be 
combined with resources, skills, and knowledge as well as strategic thinking to support 
intersectoral work (Greer & Lillvis, 2014). In the governmental context, it is important that 
the Ministries of Health are politically savvy in a way that they can successfully engage 
other ministries and systematically map co-benefits and mutual gains for other sectors, 
which could be achieved through intersectoral collaboration. This means working actively 
and efficiently to raise health higher on the political agenda.
 Competing interests and competition for resources (5.2.1.3) is another theme that 
was raised by the informants. In the context of governmental decision-making, health and 
its promotion is only one priority among many other priorities. From a governance 
perspective, it should be clearly recognized that every sector or ministry has a core 
objective that is not directly related to health. Within the national context, officials in the 
Ministry of Health and in governmental health agencies should have adequate skills to 
mediate and negotiate interests with representatives from non-health sectors. 
Government officials can be trained in the use of various tools and frameworks. For 
instance, in the WHO context, one recent example of training materials focused on 
intersectoral approaches is the WHO Health in All Policies training manual (WHO, 2015c).
 On the other hand, several informants mentioned that economic growth, security, 
and many other policy priorities are often higher on the policy agenda than health 
promotion. These interests are promoted by a number of interest groups that were 
discussed in the literature review of this dissertation. In terms of policymaking, classical 
pluralism suggests that all interest groups have an equal chance to influence public policy 
(Lindblom, 1959). Later, the pluralist view has been complemented with neo-pluralist 
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arguments that acknowledge that there is an uneven distribution of power among 
different interest groups, among which the corporate and business sector is often very 
powerful in shaping public policymaking (Lindblom, 1979). However, policies that benefit 
corporate and business interests are rarely the same policies that promote the 
population’s health (Raphael, 2014). 
 When the political nature of health is accepted as a premise, competing interests 
and competition for resources is something that should be naturally expected. The 
political economy approach suggests that the distribution of power and resources within 
a society strongly influences policy agendas and policymaking processes (Bryant, 2012). 
In the context of this study, it can be argued that if the power balance is strongly inclined 
towards market interests, the Ministries of Health are likely to meet difficulties in the 
promotion of their health-related interests, and this also entails the implementation of 
intersectoral action for health. It is clear that health advocates should have sufficient skills 
to place health on the policy agenda, but at the same time, their work is unlikely to be 
very successful if the surrounding ideological and political climate gravitates strongly 
towards market and corporate interests. As discussed earlier in this section, the 
informants for this study discussed the power of the market sector when they reflected on 
potential conflicts of interest, but they did not explicitly refer to the power relationships 
between the market sector and the public sector. 
 In the Western context, some welfare theorists propose a general hypothesis that 
intersectoral action for health can be easier to implement in social-democratic welfare 
states than in liberal welfare states that are more market-oriented in providing a social 
safety net to their citizens (see Esping-Andersen, 1990; Saint-Arnaud & Bernard, 2003). 
However, there are many intervening factors, such as the existence of efficient 
implementation and accountability mechanisms and various other indicators associated 
with the principles of good governance (UNESCAP, 2006; see Section 2.4.1 in this 
dissertation). However, these questions are outside of the scope of this dissertation and 
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therefore it remains a task for other researchers to explore the linkages between welfare 
state typologies and facilitators of intersectoral action for health. Instead, the main focus 
of this study is to utilize a wider governance perspective in order to understand the 
policymaking process more clearly.
 Lack of permanent implementation mechanisms (5.2.1.4) has a major impact on 
the initiation and sustainability of intersectoral action for health. The collaboration of 
multiple sectors is unlikely to be sustainable without permanent mechanisms and 
coordination structures. In other words, my findings suggest that intersectoral action for 
health should be institutionalized to be sustainable. Along the lines suggested by Fafard 
(2012), in order to understand the practical steps to “institutionalized intersectoral 
action”, the broad use of the term “institution” should be narrowed to consider mainly 
bureaucratic structures (e.g. ministries) and the rules and practices that influence those 
structures (e.g. legal mandates). According to Greer and Lillvis (2014), bureaucratic 
changes are one way to tackle the challenges of coordination and durability of 
intersectoral action for health. From a governance perspective, McQueen et al. (2012, p. 
11) have produced a list of intersectoral governance structures and governance actions 
that can inspire governments in finding concrete ways to implement intersectoral action 
for health. (See Table 3 in this dissertation.) The most effective solutions are always 
contextual but one of their key structural ideas is the establishment of intersectoral and 
interdepartmental committees with a strong (legal) mandate for implementation 
(McQueen, Wismar, Lin, & Jones, 2012).
 Lack of resources for implementation (5.2.1.5) is a rather obvious condition that 
makes the initiation of intersectoral action for health less likely. As stated earlier in this 
dissertation, the key question of politics is “who gets what, when and how” (Lasswell, 
1958). The lack of resources for health-related intersectoral initiatives can be seen to 
reflect the fact that intersectoral action for health is not high enough on the policy 
agenda to lead to clear changes in government priorities and resource allocation. 
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Kingdon (1984) suggested that a policy is formulated and implemented only when three 
policy streams come together: problems, policies, and politics (Ollila, Baum, & Peña, 
2013). The problem stream refers to the identification of a problem that can be clearly 
defined (e.g. a specific health challenge that needs to be tackled through intersectoral 
action), the policy stream considers the need to have practical policy-based solutions 
(e.g. establishment of an intersectoral committee with a clear mandate and resources), 
and the politics stream refers to the requirement of having sufficient political will to 
implement the proposed policy. In other words, practical policy ideas are rarely enough if 
there is no political will that would lead to the implementation of those ideas. Recently, 
Kingdon’s multiple streams theory has been applied in the theoretical literature 
considering the implementation of the Health in All Policies approach (Kickbusch, 2010b; 
Ollila, 2011; Ollila et al., 2013; WHO, 2015c). In terms of implementing intersectoral 
action for health, the significance of the multiple streams theory has been in its ability to 
emphasize that it is not sufficient to identify a problem and formulate a policy proposal if 
these two elements are not accompanied by a strong and sustainable political 
commitment.
 Complexity of the policymaking processes (5.2.1.6) refers to the non-linear and 
unpredictable nature of policymaking. Intersectoral policymaking requires commitment 
from a number of actors, which also increases the uncertainty of the process because of 
sometime contradicting ideas on how to achieve the defined policy goals and varying 
levels of commitment towards health-related goals. As stated earlier, many intervening 
interests influence the policymaking process and make actors prioritize other non-health 
goals. This complexity and challenges of intersectoral policymaking is an overarching 
concern of this study. Increasing the understanding of ideas, interests, institutions, and 
governance structures that shape the policy environment is important in raising health 
higher on the policy agenda. For this purpose, the utilization of training materials and 
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case studies can provide new insights on how to facilitate the implementation of 
intersectoral approaches to health in different policy contexts (WHO, 2015c, 2016b).
 Not sharing the same language and culture (5.2.1.7) was seen as a major barrier 
to effective collaboration between health and non-health sectors. The reoccurring 
statement was that the language and terminology used by the health ministries and 
agencies is often not easily understood by others. This can lead non-health partners to 
misunderstand health-related goals and the means to achieve them. Similarly, different 
professional and organizational cultures among sectoral partners can increase the risk of 
misconceptions and misinterpretations. The risk of clashes can be decreased by 
allocating a sufficient amount of time to building the conceptual and cultural base for 
intersectoral partnerships. These factors are also key to building trust among the partners 
(Jones & Barry, 2016). 
 Limited authority and mandate of the health sector (5.2.1.8) poses a challenge to 
intersectoral work, as the engagement of multiple partners often requires a mandated 
authority to be involved in policy implementation." A claim can be made that it is 
particularly important to have a strong mandate from the highest level of government, 
and therefore the involvement of the Prime Minister as the most prominent political 
decision-maker has been suggested as one success factor towards the implementation of 
health-related intersectoral initiatives (McQueen, Wismar, Lin, & Jones, 2012; WHO, 
2015d). Similarly, getting health high on the policy agenda among sectoral ministers and 
ministries would likely strengthen the health sector’s mandate to establish intersectoral 
structures within a government.
 Lack of ownership and management (5.2.1.9) was identified as a major barrier that 
makes the successful implementation of intersectoral initiatives less likely. For instance, if 
a government decides to address a specific problem through intersectoral action by 
engaging multiple sectors and partners, there is an evident risk that the actual 
implementation falls into an “intersectoral gap” in those cases where no one is taking the 
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core coordinating responsibility. As one informant of this study stated, there is a danger 
that when everyone is supposed to take responsibility then no one actually takes it. From 
this perspective, the core success factor is the existence of an assigned coordinating 
body that carries the ownership of a specific intersectoral initiative. This body should be 
equipped with efficient management structures for day-to-day activities that include 
monitoring and evaluation mechanisms to promote accountability and transparency. In 
other words, leaders cannot succeed without management that is efficient in transforming 
high-level strategic goals into action. This distinction has been described by the aphorism 
that “managers focus on efficiency (doing the most with the least), while leaders focus on 
effectiveness (goal attainment)” (Begun & Malcolm, 2014, p. 23).
 Potential conflicts of interest (5.2.1.10) were only talked about extensively by three 
informants but can act as significant barriers to intersectoral action for health. Specifically 
alcohol, tobacco, and food industries can act in a way that are in clear conflict with the 
goals of health promotion and therefore there should be institutionalized ways to address 
the potential conflicts of interest. Specifically, a clear decision can be made not to 
collaborate with industries that have a fundamental conflict with the goals and values of 
health promotion (e.g. the tobacco and alcohol industries). Even limited collaborative 
actions can lead to a grey area where health interests are endangered. At the global 
level, the Framework Convention on Tobacco Control (FCTC) is a binding international 
convention for its signatories. As the first global public health treaty, the FCTC has been 
highlighted as a significant achievement of the international public health community.102 
Related to alcohol, WHO has a non-binding global alcohol strategy (WHO, 2010a) and 
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 102 The WHO Framework Convention on Tobacco Control (FCTC) was adopted by the 
World Health Assembly on 21 May 2003 and entered into force on 27 February 2005. Regarding 
conflicts of interest, the preamble of the FCTC states that the parties to the convention are 
determined to give priority to their right to protect public health by “recognizing the need to be 
alert to any efforts by the tobacco industry to undermine or subvert tobacco control efforts and 
the need to be informed of activities of the tobacco industry that have a negative impact on 
tobacco control efforts” (FCTC, 2003).
there have been calls to formulate a binding convention on alcohol modeled after the 
FCTC. However, their efforts have been strongly opposed by the alcohol industry and 
have not gained enough support to lead to preparation of a treaty (Schmitz, 2016). 
6.2 Reflections on opportunities and facilitators
My third research question considered the factors that facilitate the implementation of 
intersectoral action for health as well as the opportunities to promote health through such 
action in the future. In the following, I will consider each of these factors in more detail 
and compare my findings to literature sources.
 Establishing permanent intersectoral structures (5.2.2.1) can make the 
implementation of intersectoral action for health more likely and sustainable. In the 
literature, Greer and Lillvis (2014) refer to bureaucratic change as one key strategy to 
make intersectoral action for health less dependent on political cycles and/or individual 
politicians.103 They highlight three different approaches to an increased sustainability of 
intersectoral initiatives: (1) Appointing individual bureaucrats or government officials who 
are sympathetic to intersectoral approaches; (2) changing the structure of bureaucracy 
through reorganization or inserting new units (e.g. committees, specialist agencies, or 
secretariats) into the bureaucracy; (3) inserting new health-related requirements into 
existing procedures and structures (e.g. mandatory Health Impact Assessments) (Greer & 
Lillvis, 2014). Of the above strategies, the informants of this study focused mainly on the 
second approach, i.e. establishing intersectoral and interdepartmental committees. 
Health Impact Assessments (HIAs) were mentioned, but there were several informants 
who seemed to be discouraged by the limited impact of HIAs over the past decades. In 
addition, a few informants spoke about the need to have “the right people in the right 
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 103 Greer and Lillvis (2014) focus on the coordination of intersectoral action for health by 
referring specifically to the “Health in All Policies” approach.
positions”; however, this was not suggested as an explicit strategy for institutionalizing 
the intersectoral approach to health.
 In this study, a number of informants suggested creating intersectoral governance 
structures within institutions. They see that specialized sectoral “silos” do not move very 
easily towards intersectoral action. Separate structures and “the silo mentality” can make 
it difficult to initiate and coordinate comprehensive initiatives that would engage different 
sectors. In addition, there is rarely a strong will or sufficient resources to support 
intersectoral and horizontal initiatives. Organizational culture might not recognize the 
importance of cooperation, and horizontal actions might be seen to be outside of a 
specific organization’s mandate.
 Similarly, different government departments have their own budgets and they 
have an intrinsic goal to safeguard their resources for the future. Intersectoral cooperation 
might be seen as a threat to the existence of a certain department or unit. On the other 
hand, intersectoral bodies might cause more harm if they do not have a true mandate to 
change things and truly influence the policy process. For instance, demoralization and 
cynicism might result if the members of such groups do not believe that their 
recommendations can lead to actual implementation. Privatization and outsourcing may 
increase fragmentation and further exacerbate difficulties in forming horizontal 
governance structures.
 Identifying and utilizing the windows of opportunity (5.2.2.2) for intersectoral 
initiatives was a reoccurring theme in the interviews. From this perspective, the health 
sector should actively aim to recognize the windows of opportunity that might arise 
through changes in economic, social, and political realities (Ollila et al., 2013, p. 
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15-18).104 There are a number of facilitating conditions that can lead to desired outcomes 
regarding the utilization of windows of opportunity. For instance, Leppo et al. (2013b, p. 
333) suggest that policymakers need to be prepared and have to act swiftly when an 
opportunity arises. In this context, the preparation can mean long-term processes of 
evidence-gathering, awareness-raising, building coalitions, and strengthening technical 
capacity. A usual window of opportunity arises when political parties are preparing for 
elections and when newly elected governments prepare their strategic programmes and 
other plans for the parliamentary term. In those moments, it would be beneficial for 
health advocates to have the capacity to move from awareness-raising to concrete policy 
proposals that can be incorporated into strategies and action plans.
 Identifying co-benefits, mutual gains, and win-win situations (5.2.2.3) was 
considered especially important in order to motivate non-health collaborators to work 
with the health sector. For this purpose, it was suggested that health actors should 
proactively carry out systematic mapping processes to identify these co-benefits. A clear 
identification of win-win situations can also steer the health sector’s own strategy towards 
the intersectoral initiatives that are most likely to succeed. In the literature, win-win 
approaches have been suggested as a solution to “what works” (Molnar et al., 2016; 
Ståhl et al., 2006). However, the tendency to emphasize only win-win strategies can lead 
to a high level of conflict avoidance and does not contribute to the knowledge of how 
the health sector could proceed when its partners are reluctant to consider any kind of 
health impacts of their work (Equity Action, 2012; Koivusalo, 2010).
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 104 For instance, the book “Health in All Policies - Seizing opportunities, implementing 
policies” (Leppo et al., 2013a) bases its analytical framework on the successful utilization of 
windows of opportunity. The work is inspired by Kingdon’s multiple streams theory of problems, 
solutions, and politics that need to converge to move an issue towards policy implementation 
(Kingdon, 1984). The moment when the window of opportunity is open has been described as “a 
short period of time in which, simultaneously, a problem is recognized, a solution is available and 
the political climate is positive for change” (Ollila et al., 2013, p. 18).
 Placing more focus on long-term returns and investments (5.2.2.4) was seen as 
one strategy that can be employed in order to gain more support for intersectoral 
approaches. Intersectoral approaches to health should be an integral part of a long-term 
vision for health policymaking, as coordinated collaboration is likely to produce better 
health outcomes than working in sectoral silos. For health advocates, a long-term vision 
can provide a sense of optimism and resilience in the face of setbacks that can result 
when politicians make a decision to implement policies that are unlikely to promote 
health.
 Increasing the skills and credibility of the health sector (5.2.2.5) through various 
forms of capacity building, such as attending training, learning to use tools to facilitate 
the policy process, engaging in professional networks, and producing evidence synthesis. 
In this study, one of the core aims of these activities was seen to be making the health 
sector a more credible and influential collaborator that can shape the governmental 
policy priorities to better acknowledge health concerns. There are examples of materials 
such as the WHO HiAP training manual (WHO, 2015c), a review tool to strengthen Health 
in All Policies (Equity Action, 2012), and intersectoral policy briefs (WHO, 2017f).
 Linking to existing processes (5.2.2.6) that are aligned with the goal of promoting 
health through intersectoral action was another opportunity mentioned by several 
informants. The informants stated that often it is not effective to start creating 
intersectoral structures from scratch, as there are many existing processes (e.g. structures 
and strategies) at the international, national, and sub-national levels that can be utilized 
to promote health by engaging non-health sectors. At the national level, many countries 
have periodically updated governmental action plans and programmes that could be 
linked to health-related goals without the need to start a new process solely for health 
concerns. At the international level, the UN 2030 Agenda for Sustainable Development 
was highlighted as an existing process that has broad health implications. Many of the 
SDG targets are very relevant to WHO, as they are also the key social determinants of 
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health, such as education, income, and environmental conditions. As an organization, 
WHO has purposefully sought alignment and interlinkages with its strategies and the 
SDG Agenda (WHO, 2015a, 2016d).
 Making budgets differently (5.2.2.7) by utilizing various strategies, such as joint 
budgeting, earmarked funding, and delegated financing, was mentioned as a way to 
facilitate and encourage intersectoral action. These strategies have been discussed in the 
literature, although there is no gold standard for intersectoral budgeting, as solutions are 
tied to the surrounding policy context and its actors (McDaid, 2012; McDaid & Park, 
2016). However, it is clear that financial resources can be used to incentivize certain 
actions and discourage others. Therefore, budgetary options for joint financing should be 
considered when the aim is to reduce sectoral silos and encourage different actors to 
work together towards a shared goal.
 Increasing focus on policy development within WHO (5.2.2.8) was brought up as a 
way to increase the WHO’s internal capacity to promote intersectoral action through 
improved inter-programmatic collaboration. This theme was highlighted by some 
informants with concrete suggestions to produce intersectoral policy briefs, organize 
more joint missions to countries that would include experts from multiple technical areas, 
and further develop internal communication practices within WHO. The interviewees in 
this study indicated that WHO experts were not always very well aware of what their 
colleagues were working on and what linkages their own work might have with their 
colleague’s programmatic area. These findings can be contrasted with the general 
critique of international organizations and their internal inefficiencies related to 
unnecessary bureaucracy and coordination problems (Jakovljević, 2008; Moon et al., 
2015). However, many similar challenges can be found in any large organization that 
would benefit from the implementation of more streamlined management and leadership 
structures. However, the political nature of UN organizations can make these challenges 
more difficult to solve, as the UN decision-making bodies involve a large number of 
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countries with different political priorities and cultures. In addition, the WHO Regional 
Office for Europe is strongly dependent on the priorities set by its Member States as only 
25% of its funding consists of regular contributions and 75% of its budget is made up of 
voluntary contributions that shape its programmatic focus (WHO, 2016f). Programmatic 
budgets define what WHO does, and a heavy and uncoordinated reliance on voluntary 
contributions poses the danger that different programmatic areas are not being 
integrated.
 Strengthening and clarifying the WHO’s role and mandate (5.2.2.9) might assist its 
staff in better realizing their opportunities and limitations in terms of taking an 
intersectoral approach. The provision of general guidelines on intersectoral work in 
different programmatic areas and national contexts could make WHO staff members 
better equipped to carry out their work. The question of the WHO’s mandate is also 
related to the discussion of the technical and political aspects of its work. The key 
question is how well WHO can fulfill its constitutional mission and “act as the directing 
and coordinating authority on international health work” without political interests, which 
can interfere with the aim of having WHO’s work based on the best available scientific 
evidence on health-promoting policies.
 Some authors, such as Hoffman and Rottingen (2014), have suggested that WHO 
should be divided into two separate entities: technical and political. The rationale behind 
the suggestion is that the existence of two separate but collaborating entities would 
better secure independent scientific advice and strengthen political decision-making in a 
way that does not mix science and politics. However, this type of bold suggestion is 
unlikely to gain sufficient support from countries, and it carries the risk of creating two 
new silos, which can take scientific evidence even further away from political decision-
makers.
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 WHO started its internal reform work in 2011, and a large body of background 
documentation has been produced to support the implementation of WHO reform.105 
The reform was directed at improving the internal governance and coordination within 
WHO but also at strengthening the organization’s capacity for better resource 
mobilization in order to maintain the relevance of WHO in the future.106 The most recent 
internal evaluation report asserts that WHO has made significant progress towards being 
“a more effective, transparent, and accountable organization” (WHO, 2017d). WHO is a 
unique organization in terms of its normative role and in bringing countries together at 
the global and regional levels. Private foundations or NGOs cannot undertake a similar 
role with national governments on a large scale. However, it is quite evident that WHO 
needs moral and political support from its Member States in order to continue its 
leadership role in global health.
 Working through other UN agencies and non-state actors (5.2.2.10) was 
underlined as a concrete way to create and foster intersectoral partnerships for health. 
The informants for this study gave the greatest prominence to other UN agencies, the 
OECD, and bodies and agencies of the European Union. The collaboration with other UN 
agencies was seen to be especially relevant in terms of the UN Sustainable Development 
Goals, which provide an unifying umbrella to all partnering organizations. The informants 
considered that their engagement with civil society organizations was mainly limited to 
information exchange and joint meetings or events. The WHO’s active collaboration with 
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 105 http://www.who.int/about/who_reform/documents/en/ (Accessed August 8, 2017)
 106 Six main challenges were identified at the beginning of the WHO reform process: (1) 
The need for better internal governance and alignment between global and regional bodies; (2) 
difficulty in allocating resources across various layers of governance structures; (3) lack of 
predictability of funding and associated challenges with priority-setting; (4) weak resource 
mobilization capacity at all levels of the organization, (5) increasing administrative and 
management costs, and (6) rise of other global health actors and the role of WHO in a changing 
environment (WHO, 2017c).
the private sector was not brought up in any of the interviews, which reflected the fact 
that the informants did not work directly with private entities in their programmatic areas.
 The need to create a framework for collaboration with non-state actors has been 
on the WHO’s internal agenda for a long time. This process led to the adoption of the 
WHO Framework of Engagement with Non-State Actors (FENSA) at the Sixty-ninth World 
Health Assembly held in May 2016 (WHO, 2016c). The framework divides non-state 
actors in four categories: NGOs, private sector entities, philanthropic foundations, and 
academic institutions. At best, FENSA can provide opportunities for WHO to work 
effectively with organizations outside of the UN system by applying an intersectoral 
approach to health. Through the framework, potential partners of WHO are provided an 
opportunity to move from knowledge-exchange to partnerships, which are more 
collaborative in their nature. However, a number of civil society organizations have stated 
that the possible collaboration with private industries and foundations carries a clear risk 
of conflicts of interest (CSS, 2016). FENSA explicitly forbids collaboration with the 
tobacco and arms industries but recommends only caution regarding multinational 
alcohol, food, and beverage industries whose financial interests can contradict the goal of 
promoting various aspects of human health.
 One of the key questions is related to the level and depth of partnerships 
between WHO and non-state actors, i.e. how WHO should collaborate with private 
industries and philanthropic foundations without weakening its safeguards against 
conflicts of interest. Critics claim that FENSA puts private sector entities on an equal 
footing with other non-state actors and allows them to participate in policy development 
and standards-setting without setting clear procedures to avoid and manage the conflicts 
that are likely to arise (CSS, 2016). The WHO Director General has stated, about FENSA, 
that “management of conflict of interest and other risks of engagement are addressed 
through a process of due diligence, risk assessment and risk management, with increased 
transparency through the creation of a register of non-State actors” (WHO, 2017a, p. 1). 
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However, researchers have raised their concern about whether internal due diligence 
processes and risk management are sufficient measures to avoid conflicts of interest 
especially regarding the prevention of non-communicable diseases (Buse & Hawkes, 
2016; Khayatzadeh-Mahani et al., 2017; Rached & Ventura, 2017). 
 At the moment, it is too early to say in which direction WHO’s collaboration with 
non-state actors will develop. For instance, Kickbusch et al. (2016) have concluded in 
their recent report that “it remains to be seen whether FENSA opens and clarifies the 
political space in which WHO is able to engage with non-state actors, or whether it has 
the effect of closing it down” (Kickbusch et al., 2016, p. 25). In conclusion, there is a great 
deal of uncertainty whether WHO can successfully build new intersectoral partnerships 
that are beneficial to health and lead to concrete action at the country level.
 Generally, this dissertation has validated many of the earlier findings of the 
challenges and opportunities for intersectoral action for health and was able to provide a 
nuanced view of these factors in the contemporary WHO context. In the following 
concluding section, I will review and summarize the most important theoretical and 
practical implications of this study.
6.4 Conclusions and recommendations
In this dissertation, I provided a systematic analysis of the challenges to and opportunities 
for intersectoral action for health based on interviews with 28 WHO experts. I carried out 
a thematic analysis of the interview data, which resulted in ten key challenges/barriers 
and ten key opportunities/facilitators for intersectoral action for health. In the findings 
section of this dissertation, I provided an in-depth analysis of these themes 
complemented with a number of direct interview quotations to exemplify my thematic 
categories.
 My dissertation confirmed many of the findings that are already known from 
previous research and policy documents. The unique contribution of this study included 
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an analysis of the subjective experiences of these hard-to-access key informants. The 
perspectives of these informants are particularly valuable, as their employer is the global 
directing and coordinating authority in health policy. Although the role of WHO is in 
transition, it still remains in an influential position to steer the conceptual development of 
health policy and serve its Member States globally.
 There are a few general findings that can be considered to be both expected or 
unexpected, depending on the point of view. First, the informants generally did not 
reflect on the role of political organizations in the interviews. In this context, a political 
organization refers to political parties, labour unions, business associations, or other 
actors that represent organized interests. It is very likely that the WHO experts have a 
clear understanding of the central role of political parties and their agendas in 
policymaking. A lack of ideological talk is not necessarily unexpected, as one 
interpretation of this finding is that the informants approached the interview situation as a 
form of professional communication where there is no place for politics or other forms of 
ideological talk. In other words, direct references to liberal and conservative perspectives 
or left-wing and right-wing ideologies may be perceived as a contested terrain that has 
no place in the professional role of an international policy expert. At the same time, it 
should be acknowledged that my main interest was not in looking for political views but 
to understand the policy process and its challenges. It remains as a task for other 
researchers to study how experts working for a UN agency would respond to a more 
direct question on political ideologies and the role of party politics in determining 
preconditions for intersectoral action for health and health promotion in general.
 WHO recommendations and policy documents focus on technical expertise 
without discussion of different political perspectives. This is one of the reasons why 
governance terminology can be seen to be better suited for WHO. Governance 
terminology can be also used without an explicit focus on power relations, which of 
course can lead to a very limited analysis of policy problems and their solutions, as it can 
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be seen as “speaking of policies without touching on politics.”107 From a positive 
perspective, a more general focus on governance mechanisms allows discussions on 
health challenges across countries that have a great variety of political realities and 
histories. Another reason behind the use of non-ideological (e.g. liberal/conservative, 
left/right) terminology is that WHO has a role of serving all its Member States equally and 
without intervening in national day-to-day politics. This generalist approach can be seen 
in the WHO statements on health promotion (see Section 3.2) as well as in policy 
documents that provide guidance for the implementation of intersectoral action for 
health, such as “Health in All Policies: Framework for Country Action” (WHO, 2014b). 
 In terms of future action, this study has several implications for theorizing and 
practicing intersectoral action of health. In the following two sections, before drawing my 
final conclusions, I will briefly consider the main theoretical and practical implications of 
this study.
6.4.1 Theoretical implications
Many of the broad perspectives on health, such as the social determinants of health 
approach, are descriptive but not generally used to analyze the contextual factors that 
influence the policy process. The theories of governance and various organizational 
theories can better capture how the actual implementation process takes place and what 
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 107 For example, Navarro (2009) has voiced criticism that the final report of the WHO 
Commission on SDHs did not address the question of power in a very explicit way and this 
shortcoming left its analysis on an apolitical level: “It is not inequalities that kill, but those who 
benefit from the inequalities that kill. The Commission’s studious avoidance of the category of 
power (class power, as well as gender, race, and national power) and how power is produced and 
reproduced in political institutions is the greatest weakness of the report. It reproduces a widely 
held practice in international agencies that speaks of policies without touching on politics. It does 
emphasize, in generic terms, the need to redistribute resources, but it is silent on the topic of 
whose resources, and how and through what instruments. It is profoundly apolitical, and therein 
lies the weakness of the report [emphasis in original]” (Navarro, 2009, p. 440).
kind of challenges can be expected at the micro level, i.e. the everyday work of 
policymakers. In this dissertation, sensitizing concepts were derived from the existing 
literature and utilized as a background to conduct a thematic analysis of the interview 
data collected from WHO informants.
 In terms of theorizing intersectoral policymaking, this dissertation confirms many 
of the issues that have been previously been identified as key challenges to the 
implementation of intersectoral action for health. It also indicates that the analysis of 
intersectoral policymaking can benefit from research that applies the concepts of ideas, 
interests, institutions, and governance mechanisms. The added value of this study is that 
it successfully validated previous concerns and challenges in the context of current WHO 
activity around health promotion. As the author of this study, I am not aware of any 
studies where WHO experts would have systematically reflected on challenges and 
opportunities for intersectoral policymaking by participating in an academic study as 
informants. These hard-to-access experts have practice-based knowledge in contrast to 
more theoretically oriented literature that is currently available on intersectoral action for 
health.
 Recently, some concerns have been raised that the focus on intersectoral action 
might make collaborators favour small-scale interventions in contrast to addressing the 
broader social determinants of health at the local level (Holt et al., 2016). The 
phenomenon is similar to “lifestyle drift”, where the focus of interventions tends to drift 
from addressing broad policies towards the downstream, e.g. individual lifestyle 
interventions (Carey, 2016). Two perspectives on this type of drift can be drawn from the 
findings of this dissertation. First, local-level policymakers often do not have a clear vision 
about what concrete actions they could undertake to address the broader determinants 
of health, i.e., often there is a need for capacity-building, tools, and inspirational 
leadership. Second, especially at the local level, the actors do not necessarily believe that 
they have either the mandate or the power to address any of the wider policies, and 
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therefore the focus naturally shifts toward small-scale interventions. An analysis of 
contextual governance mechanisms and structures can help in understanding the 
possibilities for finding the best ways to have a maximal focus on the broad social 
determinants of health, even for actors who work at the local level (Greer, Wismar, 
Figueras, et al., 2016). The key is to engage in thorough planning and be conscious of 
the challenges and barriers in order to overcome them strategically. Later I will present 
eighteen recommendations on how the implementation of intersectoral action for health 
can be facilitated in light of my empirical findings.
 More generally, this dissertation provided unique insights into the factors 
influencing the process of intersectoral policymaking in the health context. My aim was to 
give a comprehensive overview of the factors that promote or hinder the opportunities to 
implement health-related intersectoral initiatives. Based on the findings, I present three 
main suggestions to further continue studying intersectoral action for health. The first line 
of research could be to conduct in-depth analyses of each theme identified in this study 
from a governance perspective. In other words, every theme of this study, either a barrier 
or a facilitator of intersectoral policymaking, could be further studied through a policy 
analysis lens. For example, this could mean studying governance mechanisms, interests, 
and policy actors in changing contexts by utilizing real-life case studies from the local and 
national levels. The second line of research would be to study the interaction between 
different thematic factors identified in the findings section. For instance, many of the 
barriers and facilitators of intersectoral action for health usually cluster together, and one 
of the theoretical questions in the future could be related to the question of how different 
barriers (or facilitators) interact and intersect. This would mean analyzing not only static 
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structures and policy outcomes but also policymaking processes.108 This type of a 
relational perspective could provide a more dynamic view of the whole process of 
intersectoral policymaking. The third line of research could be the analysis of different 
barriers and facilitators from the political economy of health perspective. This could 
involve analyses of the impact of different political ideologies, governance mechanisms, 
power relations, and welfare state arrangements related to a government’s willingness to 
initiate governance structures for intersectoral policymaking.
 In relation to the political economy perspective, it should be noted that a large 
bulk of welfare theorizing has been produced about different typologies of welfare 
regimes, rooted in the seminal work of Esping-Andersen (1990).109 However, this 
dissertation was not an extension of that theorizing because the WHO European region 
includes countries that are not a standard part of research that is carried out on welfare 
state development. For instance, post-Soviet states in Central Asia, Eastern Europe, 
Transcaucasia, and the Baltic regions cannot be placed in traditional welfare state 
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 108 A recent paper by Lawless et al. (2017) takes steps towards a more interactive analysis 
of intersectoral policies by providing an evaluation framework drawn from relevant policy literature 
and experiences from the South Australian HiAP initiative. The authors state: “Despite the 
importance of such inter-sectoral work it has been difficult to evaluate given the complexity of the 
task, the wide range of sectors and people involved, and the difficulties of attributing long-term 
outcomes to policy changes. This paper describes development of a framework for evaluation that 
allows examination of both the policy-making processes and the health outcomes of the resulting 
policies” (Lawless et al., 2017, p. 1).
 109 In Esping-Andersen’s original typology (1990), liberal welfare states are classified as 
societies that rely heavily on market-based and individualistic solutions, whereas social democratic 
welfare states place substantial reliance on the centralized state that provides tax-funded social 
safety nets for citizens. Conservative welfare states rely on traditions in which the family has a 
central role in sustaining welfare. Dominant market-oriented ideologies can make it difficult to 
implement solutions that would increase the citizens’ feelings of collective responsibility. 
Redistributive measures, such as taxation to fund public services, are not likely to gain political 
support if the voters believe that the state or government should play a minimal role in people’s 
everyday lives.
typologies.110 Therefore, it remains the task of other welfare theorists to compare the 
challenges of intersectoral policymaking across different (welfare) state regimes. At a 
global level, another perspective on the role of state is related to the importance of good 
governance, as it goes beyond “West-centric” welfare state theories. Generally, the 
informants for this study referred to the role of national governments and sometimes 
referred to countries that “are not doing that well.” Moreover, nation states can be 
oppressive and undemocratic, and therefore the principles of good governance and 
human rights provide a more comprehensive analytical lens to look at the varying country 
contexts than the theories of the welfare state.111
 In conclusion, I argue that future attempts to theorize intersectoral action for 
health could benefit from paying closer attention to the contextual governance structures 
as well as to the internal dynamics of the intersectoral process in terms of how different 
barriers and facilitators interact and cluster together.
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 110 These include the following 12 countries: Armenia, Azerbaijan, Belarus, Estonia, 
Georgia, Kazakhstan, Kyrgyzstan, Latvia, Lithuania, Moldova, Russia, Tajikistan, Turkmenistan, 
Ukraine, and Uzbekistan.
 111 From first-hand experience, the author of this dissertation had to consider this issue 
while working as a policy consultant in a country in Central Asia. This specific country was 
questioned by multiple international organizations about its human rights situation, media 
freedom, and the status of civil society. In this situation, the ethical question that can be posed is 
whether an international organization is taking part in whitewashing and sugarcoating repressive 
governments, or can be unwillingly used to present an oppressive government in a good light. 
Another perspective is that even the limited presence of an international organization is better 
than not being present at all. International influences can produce incremental changes in the long 
term, and authoritarian governments do not last forever. Therefore, it can be argued that it is 
important that international organizations do not limit their scope and actively try to also work with 
governments that are less receptive to many widely accepted goals, such as equity and human 
rights. At best, and with careful consideration, this involvement can improve the quality of life 
among ordinary citizens despite the repressive nature of a country’s prevailing governance system.
6.4.2 Practical implications
The ability to provide research-based guidance and recommendations to policymakers is 
one important aim of policy studies. Based on this study, I have summarized eighteen key 
factors that are likely to facilitate the implementation of intersectoral action for health 
under micro-, meso-, and macro-levels (Box 4). This guidance is derived from the findings 
section of this dissertation by combining a set of challenges and opportunities 
highlighted by the WHO informants who were interviewed during the research process. 
 These recommendations can be directly linked to my theoretical foundations. 
First, political and social context (macro level) refers to the political economy level 
including the ruling ideologies, ideas, welfare state arrangements, and the distribution of 
power between different interest groups (Esping-Andersen, 1990; Raphael & Bryant, 
2006a). These factors influence the extent of political support and commitment to 
address health challenges through intersectoral action. At the ideational level, the 
conceptual understanding of health is associated with the willingness of government to 
take intersectoral action. For example, seeing health only from a narrow biomedical and 
individualized frame does not support the involvement of non-health sectors in health 
promotion. Therefore, understanding health as socially and politically determined can be 
seen as a prerequisite for taking an intersectoral approach. Social and political 
explanations for different health outcomes was extensively discussed in my literature 
review (Dahlgren & Whitehead, 1991; Link & Phelan, 1995; Raphael, 2016; Solar & Irwin, 
2010). In my literature review, I also showed that institutional arrangements and policy 
actors influence the implementation of health-related initiatives by increasing or reducing 
their acceptability and feasibility (Howlett et al., 2009). Similarly, understanding health as 
a human right increases the likelihood that high-level policymakers are willing to 
implement health-promoting public policies. The first set of my recommendations (1-5) 
focuses on advocacy that is needed to change the political and social climate to be more 
supportive of intersectoral action for health. Conceptually this is close to Kingdon’s 
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concept of agenda-setting and the notion that political will is an essential prerequisite for 
policy implementation (Kingdon, 1984). Concrete efforts can focus on generating public 
and electoral pressure, raising awareness of the social determinants of health through 
social and traditional media, and utilizing the windows of opportunity when they arise.
 Second, governance structures and actions (meso level) refer to a number of 
factors that can be observed at the sectoral and organizational level (recommendations 
7-15). These findings directly link and are quite similar to the conclusions in the existing 
literature. My recommendations are aligned with the earlier suggestions of ways to 
promote more effective intersectoral governance. For instance, the listed 
recommendations have a significant overlap with the analytical framework proposed by 
McQueen et al. (2012), which was outlined in Table 3 in this dissertation. In addition, the 
importance of identifying co-benefits and win-win situations among sectors has been 
brought up throughout the literature on the HiAP approach (Leppo et al., 2013a; Molnar 
et al., 2016; Rudolph et al., 2013; WHO, 2015b).
 Third, leadership and capacity-building (micro level) refers to social interactions 
between individual people and groups (recommendations 16-18). Leadership and 
management skills are needed for organizational effectiveness but also to build trust and 
collaborative relationships among different sectoral actors. Interpersonal skills have been 
identified as a core competency and a prerequisite in order to get different partners to 
work together in an effective and goal-oriented way (Begun & Malcolm, 2014). In the 
literature, one of the key success factors is the ability to build relationships with a high 
level of trust (Jones & Barry, 2016). One way to promote intersectoral trust-building is to 
ensure that sectoral partners have sufficient skills to recognize their differences and to 
acknowledge varied interests as a natural starting point of a collaborative process. 
Moreover, negotiation and conflict resolution takes place at the interpersonal level 
among individuals. For instance, WHO has provided training in order to address the need 
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to equip civil servants and health experts with negotiation skills in the context of 
implementing the Health in All Policies approach (WHO, 2015b).   
 An understanding of the above factors is especially relevant to policymakers, civil 
servants, and health advocates who are in a position to plan or implement various 
intersectoral policies. The factors in Box 4 are listed in the form of a recommendation, 
and their nature is “programmatic” in the sense that they cannot be addressed by only a 
single actor within a government. In addition, it should be noted that these 
recommendations are not listed in any particular order that would indicate their relative 
importance. Generally, all the listed factors are important, but their relative importance 
varies depending on the context. It should be taken into account that these are the most 
important recommendations based on the findings of this study, and other researchers 
may end up with slightly different results.
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Box 4. Research-based recommendations on how to facilitate the implementation of 
intersectoral action for health
I. Political and social context (macro level)
1. Raise awareness of the social determinants of health to promote a broad 
understanding of health.
2. Ensure explicit high-level political support and commitment to intersectoral action
3. Utilize public and electoral pressure to shape the policy agenda towards greater 
intersectoral action for health.
4. Involve local and national media to report the successes of intersectoral initiatives.
5. Identify the windows of opportunity that can enable intersectoral policies for health 
to move forward (e.g. a change of government).
6. Have a vision about long-term policy outcomes in the context of sustainable 
development.
II. Governance structures and actions (meso level)
7. Map out co-benefits and win-win situations among/with sectoral partners.
8. Attain a clear top-down mandate when possible (e.g. legal mandate).
9. Link health goals to existing processes, if appropriate (e.g. national strategies in 
non-health sectors).
10. Establish permanent intersectoral governance mechanisms, if appropriate.
11. Utilize financing and budgeting mechanisms to support intersectoral action for 
health.
12. Ensure adequate resources for implementation and monitoring.
13. Engage civil society and other relevant stakeholders, if appropriate.
14. Set clear and measurable goals and targets for intersectoral action for health.
15. Establish monitoring and evaluation mechanisms to ensure accountability.
III. Leadership and capacity building (micro level)
16. Foster effective leadership and management that supports collaboration beyond 
sectoral silos.
17. Foster cross-sectoral relationships based on trust and a shared understanding of 
the problems throughout the collaborative process.
18. Increase the capacity of the health sector to work with and to reach out to other 
sectors (e.g. negotiation and conflict resolution skills).
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 Based on my findings, I argue that the capacity of the health sector to efficiently 
engage and motivate non-health sectors to take action is one of the most important 
action areas. As an example, the initiation of intersectoral and inter-ministerial policy 
dialogues can be an effective way to approach non-health sectors. My findings indicate 
that there is a need to develop more nuanced collaborative methodologies for 
intersectoral dialogues to avoid situations where health-motivated initiatives would be 
perceived as “health imperialism”, i.e. imposing the health sector’s own sectoral goals on 
non-health sectors. Open policy dialogues can be one way to proceed if they aim at 
concrete action plans and are motivational in terms of proposing open-ended questions 
to non-health collaborators. The questions could be formulated without imposing 
solutions to allow room for creative problem-solving. For instance, non-health 
collaborators could be approached by asking: “What could your sector do to promote 
health and welfare?”; “What happens if intersectoral action is not taken?”; “Who pays the 
costs of inaction?”; and “What are the mutual benefits and win-win situations that can be 
identified?” The participants in these dialogues can include technical and political 
representatives from different sectoral ministries. From a whole-of-society perspective, it 
would be important that the civil society organizations can have their voices heard as 
participants or be offered a consulting role. In some cases, it might be beneficial to use 
external professional facilitators to lead intersectoral policy dialogues to avoid situations 
that resemble a zero-sum game in which each sector’s gain is another sector’s loss. 
Nonetheless, the health sector itself should focus on continuous capacity-building to 
strengthen its institutional and expert capacity to engage and work with non-health 
sectors.
 For health promoters in general, one of the core challenges is to be credible in 
uniting research evidence with normative statements, which are moral and political in 
their very nature. If politicians do not agree with the normative statements and their 
implications (e.g. the need to pursue health equity for all), then they are unlikely to care 
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about any research evidence about the policies that would advance health equity. 
Therefore, it becomes obvious that health promoters cannot diminish the importance of 
the politics of health while considering the recommendations of this study or any other 
guidance on the implementation of intersectoral action for health. For instance, in-depth 
analyses of real-life case stories by looking at the successes and failures throughout the 
policy process are likely to be helpful in advancing an understanding of how and why 
intersectoral action for health has succeeded in different contextual environments.
 The implementation of intersectoral initiatives does not necessarily require 
substantial financial investments. What is needed more is an openness to new ways of 
thinking by focusing on the positive results that can be attained through a whole-of-
government level, in contrast to developments that take place only in sectoral silos. In 
the long run, there is enough evidence to indicate that thoughtfully planned intersectoral 
action for health can reduce the societal burden caused by health problems and be cost-
effective. However, as shown in this dissertation, there are a number of political, 
institutional, cultural, and financial barriers to greater intersectoral collaboration that need 
to be taken seriously. Many times the existing governance structures do not incentivize 
intersectoral action for health. Along with getting health higher on the agenda, 
bureaucratic restructuring, legislative mandates, and intersectoral financing can be ways 
to reduce sectoral silos, although there is no single strategy that would provide a quick fix 
for complex governance challenges. Sufficient political will and determination at the 
highest level of government form the starting point for success. In those cases where 
political leadership cannot be found at the national level, there still might be an avenue 
for regional and local level action to promote intersectoral initiatives and innovations. At 
best, these local or regional level initiatives can prove themselves by successful outcomes 
and have an influence on other actors on both the vertical and horizontal levels. At the 
level of implementation, it is crucial that different actors have clearly defined roles and 
responsibilities. Moreover, there needs to be adequate skills as well as financial and 
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human resources for implementation, monitoring, and reorienting the policies if there is a 
recognized need to do so. In conclusion, strengthening the evidence base and other 
capacities related to effective policy implementation is a continuous task of the health 
sector.
 The findings of this dissertation should be viewed as part of the historical 
continuum of health promotion activities in the context of WHO. As reviewed in Section 
3.2, there are nine statements from the WHO Global Conferences on Health Promotion, 
which have included a reoccurring call for greater intersectoral action for health (WHO, 
1986b, 1988, 1991, 1997b, 2000, 2005a, 2009b, 2013c, 2016e). These conference 
statements, released between 1986 and 2016, have changed the understanding of health 
towards a more comprehensive perspective that acknowledges the importance of social, 
economic, and environmental determinants of health. Similarly, all these statements have 
made strong recommendations for engaging non-health sectors in health promotion. 
However, it is very difficult to evaluate the impact of the statements in the content of 
national policies in WHO Member States. The general challenge of global statements 
and their recommendations is that they have to be universal rather than context- or 
country-specific. The real proof of a policy lies in its implementation in a policy 
environment that is always unique in terms of its actors, governance structures, dominant 
interests, and a number of other factors. By utilizing the knowledge of WHO experts, this 
dissertation provides a wide set of general themes that should be considered when 
national or local governments wish to work across sectors to promote health.
 Regarding the need to raise health higher on the agenda, it should be 
acknowledged that civil society had only a minor role in my interview data. WHO experts 
interviewed for this study found it difficult to work with non-governmental actors at the 
national level for several reasons. First, in many countries, civil society action is not 
necessarily encouraged by national governments, and WHO might end up in an open 
conflict with governing authorities if they forcefully try to deepen the engagement with 
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civil society actors. Second, challenges are likely to emerge if WHO decides to work with 
some national representatives of civil society but at the same time excludes others. Many 
times the easier solution for WHO is not to work with civil society actors at all. Third, 
there has not been a clear framework for WHO’s engagement with civil society. The WHO 
Framework of Engagement with Non-State Actors (FENSA) was adopted in 2016, and it is 
yet to be seen how it will change WHO’s relationship with international and national 
actors representing civil society. The danger is that FENSA will indeed increase WHO’s 
collaboration with non-State actors but do it in a way that has the main focus on well-
resourced players in global health. In this scenario, smaller NGOs and citizen groups 
would not have an equal opportunity to get their voices heard and WHO’s priorities 
might be shaped to represent the interests of the powerful global corporations and 
private foundations. The above development poses a challenge to WHO’s own legitimacy 
and therefore should be taken seriously.
 Lastly, my findings indicate that intersectoral action for health is truly challenging 
and should not be promoted as an easy solution or quick fix. However, it is equally clear 
that having an intersectoral approach is a core requirement in order to promote health in 
an effective and comprehensive way. The findings section of this dissertation provided a 
more nuanced perspective to intersectoral action for health than is usually given in the 
literature. Many of the barriers can be tackled by political determination and capacity-
building within the health sector. Although, as stated earlier, it should be remembered 
that policy solutions are always contextual and policymakers need to apply them with 
varying emphasis in order to make them fit for purpose.
6.4.3 Final conclusions
This dissertation has revolved around the question of why advancing intersectoral action 
for health is difficult and what could be done better to facilitate it in the future. Based on 
the existing literature and this dissertation, it is evident that anyone interested in 
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promoting intersectoral policymaking should not ignore the crucial importance of 
governance structures, interests, and policy processes that shape the policy landscape at 
the local, regional, and international levels.
 As my final conclusions, I highlight three separate priorities that could show the 
way forward. The first priority is to focus on finding ways to identify and seize mutual 
benefits and co-benefits between the health and non-health sector. In policymaking, 
everything cannot be pursued at the same time, and therefore a certain degree of 
prioritization is always required. Often it is common sense to focus on the initiatives that 
are the most feasible in the surrounding context and are likely to produce the most health 
gains. This is the least difficult strategy to utilize in initiating intersectoral action for 
health. However, it should be acknowledged that there a number of barriers even when 
the partners are committed to collaboration. In the previous section, Box 4 outlined an 
extensive list of factors that are prerequisites for the effective implementation of 
intersectoral action for health. Another challenge is related to the co-benefits approach 
itself because having a strong focus on co-benefits for all sectors can lead to excessive 
conflict avoidance. Concretely, this can lead to turning away from politically contested 
areas where interests are likely be in conflict. Consequently, the promotion of 
intersectoral action for health demands that health actors are both politically savvy and 
courageous at the same time.
 The second priority is related to capacity-building within the health sector itself. 
The ability to negotiate conflicting interests is a skill that can be learned. Along with 
technical “hard skills”, health actors should equip themselves with softer skills that 
encompass areas such as communication, networking, and effective mediation strategies. 
In addition, health experts, civil servants, and politicians can build their capacity to better 
recognize and seize existing processes and other opportunities in order to promote 
health through activities that take place in non-health sectors. Specifically linking to 
existing processes can be an effective strategy to promote health goals. More specifically, 
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this could mean getting health-related targets or regulations included in international, 
national, or regional strategies that do not specifically consider only health. A list of 
relevant sectors is long and could include sectors such as agriculture, trade, 
transportation, environment, education, employment, social welfare, foreign policy, and 
so forth.
 The third priority is related to the promotion of health equity. Reducing 
socioeconomic health inequalities through intersectoral action poses probably the 
greatest challenge to all governments. It requires addressing many of the social 
determinants of health that are also associated with the distribution of power, wealth, and 
other resources. Policy measures that aim to change the structural arrangements that 
influence resource distribution within a society are likely to meet opposition from a 
number of interest groups. In today’s market-oriented society, health promoters should 
not ignore the power of commercial determinants of health and market-based interests 
that work against the goals of health promotion. Collaboration with some interest groups 
should be avoided altogether because it can greatly increase the risk of corruption and 
coercion. In other words, some interest groups could be seen to be “buying legitimacy” 
by working with health authorities, which can eventually be harmful to health on a larger 
scale.
 Finally, it can be rather easy to formulate strategies and action plans, but the key 
challenge is related to putting those into action. It can be stated that the actual “proof” 
of a policy is in its implementation. As shown in this dissertation, all the statements from 
the global health promotion conferences have repeated the same message: There is a 
need to engage multiple sectors in health promotion through collaborative action. 
Furthermore, the WHO statements suggest that the existing evidence on effective health 
promotion practices has to be incorporated into a set of values of equity, freedom, and 
sustainability. The overarching goals are clear, but the actual implementation is a 
daunting task. There needs to be political will at the highest political level that is 
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accompanied by a long-term commitment to equity goals. Permanent intersectoral 
structures with clear accountability mechanisms are needed to implement policies and 
monitor the distribution of health from a health equity perspective. Lastly, persistence 
and sustained efforts should be the core strategies of all activities that aim to create 
social and political change. My hope is that this dissertation has succeeded in 
contributing to the understanding of the preconditions for intersectoral action in order to 
help health promoters thrive in their future work.
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APPENDIX A. Review of human rights documents relevant to this study
Human rights are understood as fundamental, inalienable, and indivisible rights that 
every human being has from the moment he or she is born (UN General Assembly, 1948, 
1966a, 1966b). Human rights can be divided into different categories, yet different rights 
are interdependent in the sense that violating one right often violates other rights as well 
(Flowers, 1998). The concept of human dignity is also closely linked to the human rights 
framework. To live a dignified life, there are some minimum conditions that need to be 
respected, protected, and fulfilled (Gruskin & Tarantola, 2005, p. 45; UN General 
Assembly, 1966b). In international human rights discourse, nation states are sovereign 
units but they also have the responsibility to protect and promote their citizens’ human 
rights (Riedel, 2009). 
 In this Appendix, I review international human rights documents from a health 
perspective. This summary includes the most relevant documents for this dissertation: the 
Universal Declaration of Human Rights (UDHR, 1948), the International Covenant on 
Economic, Social and Cultural Rights (ICESCR, 1966),112 and the International Covenant 
on Civil and Political Rights (ICCPR, 1966).113 These three documents comprise the 
International Bill of Human Rights (IBHR). In 2000, General Comment No. 14 on the Right 
to the Highest Attainable Standard of Health expanded ICESCR’s Article 12 (CESCR, 
2000). Other relevant UN conventions are the International Convention on the 
Elimination of All Forms of Racial Discrimination (ICERD), the Convention on the 
Elimination of All Forms of Discrimination against Women (CEDAW), and the Convention 
on the Rights of the Child (CRC). In addition, I outline two European human rights 
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 112 The ICESCR was adopted by United Nations GA resolution 220 A (XXI) on December 
16, 1966, and entered into force on January 3, 1976.
 113 The ICCPR was adopted by United Nations GA resolution 220 A (XXI) on December 
16, 1966, and entered into force on March 23, 1976.
documents: the European Convention on Human Rights (ECHR) and the European Social 
Charter (ESC).
 In the following, I focus on existing UN conventions and declarations that I 
consider as key to understanding the human rights perspective to health that provides 
the normative base for health promotion. These documents are not academic 
publications; however, they are essential in understanding the value-based justifications 
for health-related actions that governments and public authorities can take. They are 
global documents that have been ratified by most of the countries of the world. For 
instance, the Universal Declaration of Human Rights (UDHR) is often considered to be the 
world’s most translated document.
Universal Declaration of Human Rights (UDHR)
The most important human rights document is the Universal Declaration of Human Rights 
(UDHR) (UN General Assembly, 1948). The UDHR was drafted after the Second World 
War when the world desperately needed a new vision to avoid the calamity of war in the 
future. The United Nation’s General Assembly adopted the declaration in Paris on 
December 10, 1948. The declaration was the first truly global expression of indivisible 
human rights, and it has influenced many national constitutions since its adoption. 
However, the UDHR is a declaration, not a legally binding treaty. Despite its non-binding 
nature, the declaration has come to be the most influential human rights document in 
history. The UDHR has thirty articles, and it has been described as “the cornerstone of the 
modern human rights movement” (Gruskin & Tarantola, 2005). Article 25 (1) of the UDHR 
states: 
Everyone has the right to a standard of living adequate for the health and well-
being of himself and of his family, including food, clothing, housing and medical 
care and necessary social services, and the right to security in the event of 
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unemployment, sickness, disability, widowhood, old age or other lack of 
livelihood in circumstances beyond his control.
 The above quotation shows the progressive nature of the declaration. It considers 
“health and well-being” and acknowledges material living conditions, such as food and 
housing, as being essential prerequisites for health. The second paragraph of Article 25 
states that mothers and children are “entitled to special care and assistance”, which is a 
recognition of the special needs for those in vulnerable life stages. The UDHR covers the 
different spheres of life to which human rights are relevant. These specific rights can be 
divided into at least six families. (See Chapter 2 in this dissertation and Nickel, 2014.)
International Covenant on Economic, Social and Cultural Rights (ICESCR)
The International Covenant on Economic, Social and Cultural Rights (ICESCR) focuses on 
equal and inalienable rights related to work, trade unions, social security, living 
conditions, health, education, culture, and enjoyment of the benefits of scientific progress 
(UN General Assembly, 1966b). The ICESCR states that each state party is “under a 
responsibility to strive for the promotion and observance of the rights recognized in the 
present Covenant.” Article 12 of the ICESCR addresses the right to health as follows: 
1. The States Parties to the present Covenant recognize the right of everyone to 
the enjoyment of the highest attainable standard of physical and mental health. 
 Article 12 of ICESCR is the only part of the covenant that explicitly mentions 
health. However, the other rights mentioned in the ICESCR can be seen as having major 
direct and indirect impacts on individual and population health. An individual’s 
socioeconomic status – an important social determinant of health – includes income, 
occupation, and education, all of which are considered in the ICESCR. Interpreting the 
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ICESCR from a social determinants of health perspective makes obvious how its contents 
are highly relevant in terms of advancing individual and population health. 
 The covenant states that everyone should have an equal opportunity to attain the 
resources necessary for health, regardless of his or her socioeconomic status. As an 
example, Article 11 of the ICESCR considers living conditions:
The States Parties to the present Covenant recognize the right of everyone to an 
adequate standard of living for himself and his family, including adequate food, 
clothing and housing, and to the continuous improvement of living conditions. 
The States Parties will take appropriate steps to ensure the realization of this right, 
recognizing to this effect the essential importance of international co-operation 
based on free consent.
 The UN has limited means to enforce country-level compliance with the ICESCR. 
To monitor compliance, signatory states agree to submit reports on measures they have 
taken to realize the rights mentioned in the Covenant (Nickel, 2014). These reports are 
submitted to the Committee on Economic, Social and Cultural Rights (CESCR, 2014), 
which monitors the implementation of the covenant. Countries are required to submit a 
report within two years of signing the ICESCR. Thereafter regular reporting is required 
every five years. 
General Comment No. 14: The Right to the Highest Attainable Standard of Health
Since 1988, the UN’s Committee on Economic, Social and Cultural Rights (CESCR) has 
released “General Comments”, which are interpretive statements based on existing 
treaties. In 2000, the CESCR issued General Comment No. 14 on the right to health, 
which expands ICESCR’s Article 12 (CESCR, 2000).114 The Comment provides greater 
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 114 In March 2013, the Committee on the Rights of the Child published its General 
Comment No. 15 on the right of the child to the enjoyment of the highest attainable standard of 
health (The Convention on the Rights of the Child, Article 24, 1989).
clarity on how the right to health should be understood. Paragraph 9 of General 
Comment No. 14 (GC 14/2000) defines the right to health as “the enjoyment of a variety 
of facilities, goods and services and conditions necessary for the realization of the highest 
attainable standard of health.”
 According to GC 14, the right to health can be pursued through complementary 
approaches such as the implementation of health policies and programs and the 
adoption of various legal instruments (paragraph 1). GC 14 considers the fulfillment of 
the right to health through the availability, accessibility, acceptability and quality of public 
health care (CESCR, 2000, paragraph 12). Availability refers to the existence of health 
care services as well as to the quality of the underlying determinants of health. In terms of 
accessibility, health services should be non-discriminatory and accessible for all, without 
any significant economic or physical barriers. The importance of non-discrimination is 
emphasized in terms of vulnerable populations such as children, mothers, older persons, 
persons with disabilities, and indigenous populations (CESCR, 2000, Article 12). 
Acceptability means that health facilities and services should respect medical ethics and 
be culturally appropriate. Finally, health facilities, goods, and services should be of high 
quality and based on medically and scientifically justified knowledge. 
 In addition to the provision of health care, General Comment No. 14 covers a 
range of socioeconomic factors and living conditions that contribute to the fulfillment of 
the right to health. These determinants include various rights such as access to potable 
water, housing, food, sanitation, and safe working and living conditions. Furthermore, GC 
14 mentions the right to access health-related education and information. 
 Every state is required to take appropriate and concrete steps towards the full 
realization of the right to health (CESCR, 2000, paragraph 30). Paragraph 33 of GC 14 
outlines the obligations to respect, protect, and fulfill the right to health. First, the 
obligation to respect requires that the signatory states do not interfere directly or 
indirectly with citizens’ right to health. Second, the obligation to protect requires that the 
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signatory states take active measures in order to prevent any third party from interfering 
with the realization of the right to health. Third, the obligation to fulfill requires that the 
signatory states should adopt “appropriate legislative, administrative, budgetary, judicial, 
promotional and other measures” towards the fulfillment of the right to health (CESCR, 
2000, paragraph 33). 
 Due to unique national characteristics in terms of economic, social, and cultural 
conditions, the most appropriate measures to implement the right to health will be 
different in different countries. GC 14 instructs the signatory states to adopt national 
health strategies that outline national health targets, as well as to identify indicators to 
monitor the fulfillment of the right to health. After the national benchmarks are set, the 
UN’s Committee on Economic, Social and Cultural Rights must monitor changes in health 
indicators during each reporting period. 
International Covenant on Civil and Political Rights (ICCPR) 
The International Covenant on Civil and Political Rights (ICCPR)115 does not directly 
consider the right to health (UN General Assembly, 1966a). However, the covenant 
outlines obligations related to civil and political rights that can be understood as social 
determinants of health (Box 5). These include rights such as the right to life, security, and 
liberty, as well as freedoms such as the freedom of thought, freedom of expression, and 
freedom to participate in public affairs.
 The monitoring body for the ICCPR is the Human Rights Committee (HRC), which 
reviews the regular reports submitted by the signatory parties. The Committee assesses 
the reports in terms of fulfillment of human rights obligations and it may provide 
recommendations for further improvement. States are expected to address these views 
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 115 The ICCPR has two Optional Protocols. The First Optional Protocol gives individuals 
the right to complain to the Human Rights Committee about possible violations of the ICCPR. The 
Second Optional Protocol obliges signatory states to abolish the death penalty.
and recommendations and to implement them at the national level. However, there is no 
universal legal system that can force the signatory parties to implement the 
recommendations provided by the HRC.
Box 5. Rights and Freedoms covered in the ICCPR (adapted from the ICCPR, UN 
General Assembly, 1966a).
Inherent right to life
Freedom of discrimination
Freedom of slavery/forced labour
Right to liberty
Right to security of person
Treatment of prisoners
Equality before the court
Personal and family privacy
Freedom of thought
Freedom of religion
Freedom of expression
Freedom of association
Protection of family rights
Protection of children’s rights
Freedom to participate in public affairs
Minority rights
Other relevant human rights documents
Several other international human rights conventions are relevant to health as they 
consider many of the social and economic conditions that shape the health of the 
population. In this regard, there are a number of UN conventions that have a focus on 
specialized groups such as visible minorities, women, children, and migrants. Many of 
these conventions make an explicit reference to the right to health (Hunt, 2007, p. 7). In 
the following, I will highlight three of these specialized UN conventions with relevant to 
health.
 First, the International Convention on the Elimination of All Forms of Racial 
Discrimination (ICERD) obligates the signatory countries to “prohibit and to eliminate 
racial discrimination in all its forms” and to guarantee a number of rights to everyone, 
“without distinction as to race, colour, or national or ethnic origin” (UN General 
Assembly, 1965). Article 5 (e) (iv) of the ICERD refers explicitly to “the right to public 
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health, medical care, social security and social services” (UN General Assembly, 1965). In 
addition, many of the other economic, social, and cultural rights are mentioned in the 
ICERD, such as the right to just and favourable working conditions  work and the right to 
equal pay for equal work (Article 5 (e) (i)).
 Second, the Convention on the Elimination of All Forms of Discrimination against 
Women (CEDAW) is described as an international bill of rights for women and it consists 
of a preamble and 30 articles (UN General Assembly, 1979). The signatory parties are 
expected to prohibit discrimination against women and incorporate the principle of 
equality of men and women in their legal system. Article 12 of the CEDAW considers 
health and calls for access to health care services that take into account of women’s 
needs, such as “services in connection with pregnancy, confinement and the post-natal 
period, granting free services where necessary, as well as adequate nutrition during 
pregnancy and lactation” (CEDAW, 1979, Article 12:2). The State Parties are expected to 
submit a national report at least every four years to the UN Committee on the Elimination 
of Discrimination Against Women. The Committee is composed of 23 nominated experts 
who discuss the national reports with the government representatives and give 
recommendations for further action.
 Third, the Convention on the Rights of the Child (CRC) is focused on the special 
needs of children and safe living environments for a good development (UN General 
Assembly, 1989). Article 24 of CRC is focused on health and explicitly recognizes the right 
of the child to the enjoyment of the highest attainable standard of health. In addition to 
safe physical and social environments, every child should have access to health care 
services for the treatment of illness and for rehabilitation. The State Parties are expected 
to take appropriate measures to decrease infant and child mortality, combat disease and 
malnutrition, ensure appropriate pre-natal and post-natal health care for mothers as well 
as educate parents in child health and nutrition, including the advantages of 
breastfeeding, hygiene, and environmental sanitation. The UN Committee on the Rights 
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of the Child, which has 18 independent experts, monitors the implementation of the 
CRC. The State Parties are obliged to submit an initial report two years after signing the 
CRC and periodic reports every five years.
European human rights documents
Although this study is focused on the UN conventions and the work of WHO, it should be 
noted that there is a body of European human rights treaties with implementation 
mechanisms. The most important treaty is the European Convention on Human Rights 
(ECHR), which was opened for signing in 1950 and came into force in 1953 (Council of 
Europe, 1950).116 The ECHR was the first instrument that bound countries to to fulfill 
certain rights stated in the Universal Declaration of Human Rights. In terms of health, the 
most relevant sections in the ECHR are Article 2 (“right to life”), Article 3 (“prohibition of 
torture”), Article 8 (“right to respect for private and family life”), and Article 14 
(“prohibition of discrimination”).
 The ECHR has since been amended multiple times and supplemented with 
sixteen protocols between 1952-2013. The ECHR is enforced by the European Court of 
Human Rights (ECtHR), which is a body of the Council of Europe. An individual, non-
governmental organization, or a group of individuals feeling that a State party has 
violated their rights under the ECHR can take a case to the EctHR, whose judgements are 
binding on the States with an obligation to execute them.
 The European Social Charter is also a highly relevant human rights document in 
the European context (Council of Europe, 1961). With a special focus on health, Article 3 
of the Charter considers the right to safe and healthy working conditions, and Article 11 
addresses the right to protection of health by urging the Parties of the European Social 
Charter: (1) to remove as far as possible the causes of ill-health, (2) to provide advisory 
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 116 The ECHR is formally known as the Convention for the Protection of Human Rights and 
Fundamental Freedoms. 
and educational facilities for the promotion of health and the encouragement of 
individual responsibility in matters of health, and (3) to prevent as far as possible 
epidemic, endemic, and other diseases, as well as accidents. The European Committee 
of Social Rights (ECSR) monitors the compliance of the State Parties to the Charter 
through two complementary mechanisms: collective complaints by social partners or 
NGOs and national reports produced by the signatory states. The Committee is 
composed of 15 independent members, who are elected for a six-year term by the 
Council of Europe’s Committee of Ministers.
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APPENDIX B. Interview guide
The following thematic framework has been developed to guide the interview. More 
specific guiding questions will be tailored to each interview to address the most relevant 
themes of a specific programmatic area. 
Approximately one hour is scheduled for each interview.
Introduction
• Introduction of interviewer
• Objective of the consultation and how the input will be used
• Name, professional title, and main responsibilities
o Title of informant and division
o Number of years in the position
o Contact information
o Main responsibilities
• Consent for research purposes
Background
In your programmatic area, we are interested to know about country experiences and 
good practices of intersectoral action for health. In particular we are looking for high-level 
mechanisms that were introduced to develop and/or implement policies, strategies, or 
plans in your area of expertise. 
Key themes of the consultation
1. Intersectoral action for health: mechanisms, structures, and instruments
2.Opportunities and barriers to intersectoral action for health
3.Policy development and support for taking action
4.Case studies and good practices from the European region
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The following questions are for the interviewer to facilitate and guide the interview.
Main questions Additional questions Clarifying questions
What are your programmatic 
areas?
Do you have priority countries? Other priorities?
How do you understand the 
concept of intersectoral action 
for health? 
What do these concepts mean to you 
in terms of your work?
How do you see the differences 
between terms such as:
• Whole-of-Government approach
• Whole-of-Society approach
• Healthy Public Policy 
• Health in All Policies (HiAP)
• Social Determinants of Health 
approach
Explain how these approaches 
are related to your current work.
How are they relevant?
How are they currently 
integrated into the work, and 
could this be improved?
If they are not relevant, please 
explain why.
Mechanism, structures, and 
instruments
Describe mechanisms in place in 
your programmatic area for high-
level intersectoral action/
collaboration to improve 
population health? 
What are the key intersectoral 
mechanisms, initiatives, and structures 
currently in place in your programmatic 
area(s)?
Please provide examples at the 
country level.
Can you tell me anything else?
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Main questions Additional questions Clarifying questions
How are these mechanisms are 
governed?
What is the level of these mechanisms/
initiatives?
Is the level national or sub-national?
What is the level of government?
What kind of mandate is there? 
Is there an involvement of the civil 
society/private sector/other 
international organizations?
What is the time frame?
Who is in charge or has the leadership 
role? 
How is the relationship between 
governance structures and governance 
actions?
E.g. interministerial, deputy 
ministerial, interparty level, 
other
E.g. high-level formal 
committees, interministerial 
level with ministers or deputy 
ministers, or top-level officials
E.g. formal with a 
constitutional /legal basis or 
informal/ad hoc (political)
 
(See questions on non-state 
actors.)
E.g. long-term, short-term for a 
specific task, ad hoc
Are these roles clear?
What is the accountability 
framework of these mechanisms/
initiatives?
• What kind of concrete tools are 
used?
• How is the monitoring and 
evaluation conducted?
• What are the resources? Where 
does the funding comes from?
• What is the level of transparency?
• How are results communicated?
Tools such as Health Impact 
Assessments
To politicians, experts, citizens 
…
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Main questions Additional questions Clarifying questions
Which factors have promoted the 
implementation of these specific 
intersectoral initiatives?
What are the key barriers and/or 
opportunities? 
OR 
What barriers can you identify for 
implementing intersectoral action and 
policies that acknowledge the 
importance of a Whole-of-Society/
Health in All Policies approach?
Please describe political, 
institutional, or bureaucratic 
barriers/opportunities?
In your view, what kinds of 
capacities/tools/resources are 
needed for a successful 
implementation?
Policy development
Describe ongoing or planned 
processes to increase 
intersectoral action for health in 
your programmatic area.
Describe some of the successes and 
failures in the implementation of 
intersectoral action for health in your 
programmatic area.
Can you mention any high-level 
strategic processes that would 
support intersectoral action for 
health?
What kind of support can 
facilitate intersectoral work in 
your area?
What is most needed to support your 
work in this area?
Enabling and disabling factors:
• Mandate
• Evidence base
• Capacities of WHO
• Capacities of the Member 
States
Case studies and examples
What would you like to highlight 
as good practices and cases 
when we speak about 
intersectoral collaboration in the 
WHO context?
Who are the people or contacts who 
could provide more information?
Are there publications and other 
documents available?
Which case studies could be 
highlighted in a report?
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Main questions Additional questions Clarifying questions
Non-state actors (i.e. civil 
society, industry) and 
international organizations
In relation to the intersectoral 
work outlined above, is your 
programme collaborating with 
any non-state actors? 
Are any of the following actors 
involved?
• NGOs
• Industry/business/corporate sector
• Media organizations
• Other UN agencies
• European Union
• Other international organizations 
(e.g. OECD, ILO, IMF, World Bank)
In which countries, and how, is 
this collaboration carried out?
How is the collaboration 
governed?
What are the main challenges 
and opportunities?
In light of this discussion, how do 
you understand the concept of 
governance for health?
How do you understand the concepts 
of good governance and smart 
governance? 
To the end
Is there anything else you would 
like to say or comment on?
Are there any important topics we have 
not discussed yet?
Any other feedback?
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APPENDIX C. List of key informants
Position Programmatic area
Programme Manager Alcohol and illicit drugs
Programme Manager Alert and response operations
Programme Manager Child and adolescent health and development
Programme Manager Control of antimicrobial resistance
Programme Manager Food safety
Programme Manager Health information, monitoring and analysis
Programme Manager Health services delivery
Programme Manager Human resources for health
Programme Manager Influenza and other respiratory pathogens
Programme Manager Mental health
Programme Manager Nutrition, physical activity and obesity
Programme Manager Public health services
Programme Manager Sexual and reproductive health
Programme Manager Social determinants of health 
Programme Manager Tobacco
Programme Manager Violence and injury prevention
Programme Manager Vulnerable groups, gender and human rights
Unit Leader eHealth
Unit Leader eHealth: Information and evidence portal
Unit Leader Evidence and information for policymaking
Unit Leader Health information monitoring and analysis
Director Healthy cities; Governance for health
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Position Programmatic area
Technical Officer Environment and health
Technical Officer Evidence-informed policy
Technical Officer Prevention, control, and management of NCDs
Technical Officer Vulnerable groups, gender and human rights
WHO Consultant Health services delivery
Director, WHO 
Collaborating Centre
Social inclusion and health
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APPENDIX D. List of case studies mentioned by the key informants
1. Better Health, Better Lives: Children and young people with intellectual disabilities and their 
families. European Declaration on the Health of Children and Young People with Intellectual 
Disabilities and their Families (26–27 November 2010)
2. Better Managing the Mobility of Health Professionals in the Republic of Moldova
3. Civil Registration and Vital Statistics (CRVS in general)
4. Decade of Roma Inclusion 2005-2015
5. Development of Palliative Care Services in the Republic of Serbia (2011-2014)
6. European Union Framework for National Roma Integration Strategies
7. European Action Plan on Antimicrobial Resistance
8. Eurostat, OECD and WHO Europe: Joint Data Collection
9. Evaluating Economic Potential and Impacts of Walking and Cycling
10. Final Report on the Implementation of the Tallinn Charter
11. Finnish Model of Strategic Health Workforce Planning
12. Gender Committees of the Health Counsellor in Serbia
13. Health Economic Assessment Tool (HEAT) (a web-based online tool)
14. Health Target Control System in Austria
15. Healthy Ireland – A Framework for Improved Health and Wellbeing 2013-2025
16. International Classification of Functioning, Disability and Health, ICF (WHO)
17. International Classification of Diseases and Related Health Problems, ICD (WHO)
18. International Health Regulations, IHR (WHO, 1969 and 2005)
19. Investing in Children: The European Child Maltreatment Prevention Action Plan 2015–2020
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20. Multi-country Meeting on Implementation of Healthy Lifestyle Education (16-18 February, 
2015)
21. National Health Plan of Portugal 2012-2016
22. Multi-country Trainings to Reorient National Strategy Programs, Organized by WHO in 
Collaboration with UNICEF and UNFPA (Group #1: Serbia, Bulgaria, Macedonia, Montenegro 
and group #2: Albania, Slovakia, Romania, Ukraine, Kosovo)
23. National Reproductive Health Strategy in Moldova (2005-2015)
24. Non-communicable Disease Prevention and Control in Belarus
25. Promoting National Ownership on Reproductive Health Commodity Security (RHCS) Using 
Evidence Based Advocacy (6-7 June 2012, Brussels, Belgium)
26. Salt Reduction in the UK (experiences in general)
27. School Fruit Scheme (EU-wide voluntary scheme)
28. Serbia: Sustainable Waste Management Initiative for a Healthier Tomorrow (SWIFT): 
example of an intersectoral approach for improving the health of the Roma population
29. South-Eastern European Health Network (SEEHN)
30. Strasbourg Conclusions on Prisons and Health (2014)
31. Strategic Plan for Food Safety Including Foodborne Zoonoses 2013-2022
32. The Better Labs for Better Health Initiative
33. The Transport, Health and Environment Pan-European Programme (PEP, A joint program of 
WHO/EURO and UNECE)
34. United Nations Resolution on Road Safety 
35. WHO Health and Migration initiative through the PHAME project 
36. WHO European Advisory Committee on Health Research (EACHR) 
37. WHO Evidence-informed Policy Network (EVIPNet)
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38. WHO Framework Convention on Tobacco Control (FCTC)
39. WHO Global Action Plan on Antimicrobial Resistance
40. WHO Global Code of Practice on the International Recruitment of Health Personnel
41. WHO Global Strategy to Reduce the Harmful Use of Alcohol (2010)
42. WHO Health Evidence Network (HEN)
43. WHO Health Information and Evidence Portal (website)
44. WHO Healthy Cities Network
45. WHO Manual for Developing National Action Plans on Transport, Health and Environment. 
A Step-by-Step Manual for Policymakers and Planners.
46. WHO Nutrient Profile Model
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